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That fellow slinking along the halls 
with a furtive look on his face is 
Gerry Swartz, the chap that states em-
phatically that penicillin is all that is 
required for the treatment of G.P.I. 
He is only making sure that he doesn't 
bump into some of the older clinicians 
who are equally positive in their belief 
that arsphenamine and fever therapy 
are still an integral part of the treat-
ment of this luetic condition. 
Gerry hails from Sarnia, and via 
Sarnia Collegiate and Assumption Col-
lege he arrived at Westen in the fall 
of '48. Now in the final year Meds, 
Gerry has been active in Merrymakers. 
the Gazette, and the Hippocratic Coun-
cil where he was social vice-president 
in 1951. 
Last summer he worked at the On-
tario Hospital in St. Thomas where, 
under Dr. McNeel and Dr. McGregor, 
be studied the mental and physical 
status, the histories, laboratory findings 
and treatment of paretic patients. The 
results of his work, as well as of ex-
tensive reading in the literature, are 
well summarized in this article. Dr. F. S. 
Brien, Chief of Medicine at Victoria. 
also gave Gerry a great deal of assistance 
in the preparation of this paper. 
When Gerry wasn't looking at Argyll 
Robertson pupils he usually could be 
found on the local golf course trying 
to equal that score of eighty-four he 
putted in the early part of the summer. 
If one is ever in doubt as to the 
various motor disturbances that ·differ-
ent neurological disorders can present, 
Dr. Alan Douglas will not only list 
them but will mimic them in a demon-
stration that is remembered long after 
their names are forgotten . 
Born in London, Ontario, Dr. Doug-
las was raised in the City of Detroit. 
He graduated in medicine from Wes-
tern in 1942 and spent his junior in-
ternship at the Toronto General. Two 
years on the North Atlantic in the 
Royal Canadian Navy were followed 
by six months as a senior in Medicine 
at the Toronto General. His next step 
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monilial 
vaginitis 
" .•• rapidly becoming the mainstay 
in our treatment • .• "1 
In both office and home routine Propalel otrers 
noteworthy advantages: 
1. It is effective in a high proportion of cases 
2. It is remarkably free from untoward reactions 
3. It provides gratifying, prompt relief from pruritus 
4. It is esthetically agreeable ••• non-messy; 
does not stain clothing 
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soluble base containing glycerine, boric acid 3% and tragacanth. 
l. Abel. S. : GP 4:35, (Oct.) 1951. 
brought him back to Western where 
he demonstrated in neuroanatomy for 
a year following which he was a fellow 
in neuropathology at the University of 
Toronto and then resident in neurology 
at the Toronto General. The National 
Hospital in Queen Square, England 
next beckoned where he spent a year 
in medical research and in collecting 
anecdotes about the various British 
neurologists. 
If anyone on our staff has an idea 
that will cost the J ournaJ money, he 
must be prepared to defend his plan 
against all manner of attack from our 
able managing editor, Laz Loeb. 
Laz is a third year student here in 
medicine as well as a bacteriologist. He 
commenced his university studies in 
Agriculture at Macdonald College at 
McGill. He then came under the sway 
of Dr. E. G. D. Murray in the Depart-
ment of Bacteriology at McGill where 
he graduated with an Honours B.Sc. in 
1948. After a summer with the Na-
tional Research Council he came to 
Western to be under the tutelage of 
Dr. Murray's son, Dr. R. D. E. Murray, 
in Bacteriology at Victoria Hospital. 
Here he received his M.Sc. for his 
work on antibiotics. 
Mr. Loeb is an A.O.A. student, co-
winner of the Pathology Prize and an 
active member of the Osler Society. He 
is an extensive traveller, and many an 
enjoyable evening is spent at the 
Loebs' apartment viewing their excellent 
coloured movies on Europe, Mexico, 
United States, and Eastern Canada. 
Whenever a strong baritone is re-
quired the call is sent for Ken James. 
He is usually found in some corner 
joining with three or four other Med 
students in a melodic rendition of the 
Whiffenpoof song. 
Kenneth W. James is a product of 
Windsor and Walkerville Collegiate. 
After one year at Assumption College, 
he served a year in the army and came 
to Western in the fall of '46. He re-
ceived his B.A. in '49 and is now a 
final year student in medicine. A mem-
ber of A.O.A., he has been active in 
the Meds' choir and Merrymakers, and 
was in Purple Patches in 1950. 
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Editorial: 
A MEETING will be held in the Fall of 1953 that should be signifi-cant in the development of medical education. The World Medical 
Association is bringing together physicians and medical educators from 
all over the world to a meeting to be held in August, 1953, at British 
Medical House in London, England, for the First World Conference on 
Medical Education. 
The World Medical Association is entirely separate from the World 
Health Organization. Often the two are confused in many people's minds, 
but their origin, nature and purpose are quite distinct. The W odd Health 
Organization represents medicine in the governments of the world. The 
W odd Medical Association, on the other hand, is an organization of the 
voluntary medical associations of practicing physicians throughout the 
world, of which the Canadian Medical Association and the American 
Medical Association are typical examples. 
This is the first meeting of the World Medical Association at which 
the subject of medical education is to be discussed. Such a meeting should 
do a great deal toward the dissemination of knowledge on a subject that 
is becoming increasingly complex. 
Meetings on this subject are held yearly on the American Continent 
through the media of the Association of Canadian Medical Colleges and 
a similar Association of American Colleges where the Canadian Schools 
are associate members. These meetings have contributed a great deal to 
maintaining standards of teaching in schools functioning under markedly 
varying conditions. The coming meeting of W.M.A. is an attempt to 
broaden this type of discussion to other nations. 
It might be interesting to note what medical educators discuss on 
occasions such as these. The following are Themes of Discussion at this 
meeting: 
1. Requirements for Entrance into Medical Studies and Selection of 
Students. 
2. General Aims and Content of the Medical Curriculum. 
3. Techniques and Teaching Methods in Medical Education. 
4. Social Medicine - Its Concepts and Place in the Medical 
Curriculum. 
At this meeting Canadians will play a prominent part. Dr. T. C. 
Routley, the Executive Secretary of the Canadian Medical Association, 
is Chairman of the Organizing Committee for this meeting and has been 
a driving force from the very beginning in initiating and making the 
---Editorial--------------------
meeting possible. Primarily through his efforts, funds have been raised 
to help pay the travelling expenses of delegates to the meeting. Three 
Canadians will be there to present papers and represent this country. 
We can well be proud of the role Canada will play in this momentous 
event. 
• • • 
FROM PASTEUR and his observation that certain bacteria inhibited the growth of other bacteria, and from his contemporary, Tyndall, 
who noted the inhibitory action of a species of Penicillium to bacterial 
growth, to Vuillemin, who offered the term antibiosis to cover this 
newly-found phenomenon; from Vuillemin to Alexander Fleming, who 
found that Peniciltium notatum inhibited the reproduction of staphylococci 
in vitro; from Fleming to H. W. Florey, who grew sufficient Penicillium to 
establish its low toxicity and high bacteriocidal action; and from Florey 
· to the present day when over 130 antibiotic substances have been dis-
covered and investigated, - in this half-century of discovery more has 
been done to further the aims of medicine than had been done in the 
preceding 5,000 years. 
Of the 130 antibiotics discovered so far ail but 6 or 7 are far too 
toxic for use in man. With these powerful tools now in abundance the 
physician is too often content to jump with his syringe charged ·with a 
wide-spectrum antibiotic to meet the foe, be it a sore throat or a neo-
plastic swelling, diagnosed or undiagnosed. 
In this issue of the Journal Mr. Loeb presents the problem of anti-
biotic resistance as seen in the experience of the Department of Bacter-
iology at Victoria Hospital. He also supports his findings with reports 
from other centres. 
A further problem complicating the use of antibiotics is that of sensi-
tivity reactions in the patients. All the antibiotics have a certain degree 
of toxicity (penicillin least C?f all), but all can ·produce sensitivity. The 
chances of an allergic reaction is minimized by systemic injection. 
However, only 4% of all patients treated with penicillin develop 
allergic manifestations so that the problem is not large. An intracutaneous 
sensitivity test before the administration is easily performed and the 
results early manifested. This simple procedure would reduce the inci-
dence of allergic reactions to an insignificant figure. 
Also dealing with penicillin Mr. Swartz has published an original 
paper in this issue which will reach not a few practitioners who disagree 
with his conclusions. Penicillin has revolutionized the treatment of 
syphilis but not to the extent, many feel, that it can replace the more firmly 
established therapeutic measures. 
(Continued on Page 60) 
Obesity: 
K. W. James, B.A., '53 
Obesity can be a source of concern for both the doctor and 
his patient. In this informative article Mr. James discusses its 
etiology, complications and treatment. 
0 NE OF the major problems in public health today is the increasing predominance of the degenerative diseases as causes of disability 
and death and the association of obesity with these diseases. 
It has only been recently that obesity has been considered a liability 
rather than an asset. Up until 1900, the hale and hearty stout man was 
thought to be a prime candidate for life insurance. The present day con-
cern is reflected in the following excerpt from an address to the American 
Life convention by Dr. Bowman of the London Life Insurance Co. 
"Consider these three impairments, - overweight, increased blood pres-
sure and liquor habits. They have certain factors in common: there is 
no history of illness, no medical care, the applicant is regarded by his 
friends as exuberantly healthy, but insurance companies know definitely 
the extra hazard involved. The jolly fat man, the high coloured hyper-
tensive and the convivial elbow bender, if left to themselves, do not see 
the shadow which is cast before them. Overweight", he continues, "is 
dangerous but it takes a long look ahead to realize it". 
The term obesity has received innumerable definitions, - the most 
commonly quoted being - that physical state in which excessive fat is 
stored in the body. Serringhaus defined obesity as an excess of fat over 
the normal expected for the height, age and sex of the patient. This latter 
definition has in the past been the objective approach in the determination 
of whether an individual was obese or not. 
Obesity is quite common and it has been said that obesity is the 
most frequent physical abnormality found in the general population. 
In the United States, in 1930, approximately 28 percent of the popula-
tion were 10 percent or more overweight. Innumerable statistical studies 
by insurance companies show that obesity is relatively uncommon below 
30, but that the incidence increases progressively until a peak is reached 
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between the ages 50 to 60. The gain in weight with advancing age is 
greater in women than in men. The incidence of obesity in childhood is 
about equal in the sexes. 
It is an indisputable fact that obesity is due to overeating. Any energy 
intake in health in excess of the energy requirements of the body is con-
verted into and stored as fat. The degree of obesity, therefore, measures 
the amount of over-eating in which the patient has indulged. Most per-
sons preserve a constant and normal weight in spite of marked varia-
tions in their body activity and without conscious regulation of their food 
intake. The appetite normally adjusts intake so accurately that it just 
meets but does not exceed the requirements of energy expenditure. When 
this adjustment loses its delicacy and eating falls under the role of habit, 
obesity may develop. 
It has been helpful to divide the etiological factors of obesity into 
two groups, - alimenta.ry or exogenous and endogenous. In the 
exogenous group the acquisition of excess weight is connected with 
either an increased ingestion of food or a decrease in body activity or 
both. The fundamental rate of oxidation in the body remains unchanged. 
In the endogenous group the explanation of the weight gain is traceable 
to a drop in the fundamental rate of oxidation in the body due to dis-
turbances in the function of one or more of the endocrine glands. 
Simple or Exogenous Obesity 
In certain cases falling into the class of simple obesity, there appears 
to be a constitutional or familial tendency. An inherent inclination to 
fatness seems to be illustrated by the common observation that if two 
persons appear to eat about the same amount of food and exercise to 
the same extent, one may remain thin or of normal weight, while the 
other will grow fat. Similarly the fat person complains that "I don't eat 
a, thing and I still get fat". It has been well proven, however, that he 
does eat excessively and frequently eats concentrated carbohydrates, mis-
taking bulk for caloric content. Furthermore, it is possible that the appe-
tite mechanism is distorted in the person predisposed to obesity so that 
more food is required for his satiation than for the normal person. If he 
eats more than a normal amount, but still not enough to satisfy his in-
creased demand, the obese person will feel that he is eating only a small 
amount. Similarly the thin person is easily satisfied and if he eats a 
normal diet, he feels that he has overindulged. 
Some investigators have suggested abnormalities of metabolism to 
explain such vagaries of obesity. A few of these suggestions are pre-
sented here. It has been claimed that the specific dynamic action of food 
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is reduced in cases of simple obesity and it has been suggested that such 
a reduction may play a causative role by conserving energy. There is no 
good evidence to support this claim. Other possibilities are: 
1. The obese person may absorb his food more efficiently. 
2. There exists an inborn peculiarity of the tissue cells whereby 
they accumulate fat in excess or that they release the fat less 
freely into the circulation for use as fuel. 
3. Work is performed more economically. 
None of these suggestions has been found to play a significant part in 
obesity. 
It is probable that a hereditary or constitutional factor in the great 
majority of instances of simple obesity is more apparent than real. It is 
likely that when obesity shows a familial tendency the inclination of 
members of the same family to follow similar habits with respect to diet 
and exercise is responsible. Or again, traits which lead to obesity -
namely overindulgence or a distaste for muscular exertion - may be 
inherited. The encouragement of children to eat excessively may be 
another factor. The relative importance of environmental and gastric 
factors as the cause of a familial occurrence of obesity remains to be 
demonstrated. 
It is only within recent years that emotional factors have received 
consideration as a cause of obesity. Numerous psychological .investiga-
tions have provided evidence that overeating serves a strong emotional 
need in many persons. Anger, frustration, boredom, anxiety, grief, de-
pression, etc., frequently lead to overeating as a means of expression of 
relief. Long standing marital difficulties, particularly in women, often 
produce overeating. Obesity has been noted also in women unable to 
make heterosexual adjustments. The term food addiction has been 
widely used in the literature on obesity and it has been compared in its 
mechanism to alcohol addiction. 
Inactivity, such as that imposed by illness, immobilization by plaster 
casts and just plain laziness, has been blamed for obesity. This static 
obesity, of course, is presumed to arise from a diminution in the output 
of energy. 
Rynearson points out that if the mechanism which regulates appetite 
were functioning normally, however, the intake of energy should diminish 
proportionately and the weight should remain normal. Thus to explain 
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this variety of obesity, he concludes, we are forced to return to psycho-
logical, hereditary and other factors which might affect the appetite 
mechanism. 
Endogenous Obesity 
Endocrine disfunction and hypothalamic disturbances do not 
primarily cause obesity but favor its development by encouraging an 
increased food intake or a decreased energy output. Hypothalamic 
lesions have produced obesity both clinically and experimentally by insti-
gating a ravenous appetite and to a lesser degree restricting activity. 
The obesity of Frohlich's syndrome and other types of adiposogenital 
dystrophy are believed due to a hypothalamic disturbance and only 
occurs if the patient's appetite, which is normally decreased in the disease, 
remains unaffected. Hyperinsulinism of such a degree that the blood 
sugar is lowered to shock-producing levels will instigate hunger and thus 
facilitate the production of obesity. Obesity hence may be associated 
with islet cell tumors. 
Cushing's syndrome and hyperadrenocorticoism are characterized by 
an apparent obesity due to a characteristic distribution of the fat. 
But it is debatable whether there is an invariable increase in the total 
amount of adipose tissue. The patient with Cushing's disease loses weight 
in a normal manner on a reducing diet. However, thin patients have also 
been observed with this disease. 
Many authors have expressed the belief that hypogonadism is an 
important cause of obesity. There is an inconstant association of obesity 
with gonadectomy in human beings, i.e. , the eunuch may be slender or 
obese as contrasted with the obesity that usually follows gonadectomy in 
animals. However, it has been suggested that obesity may begin more 
frequently at periods of gonadal change such as puberty, pregnancy and 
menopause than at other times in life. This has been taken as evidence 
for an endocrine cau'sation of obesity. The shifts of hormone production, 
however, in each of these periods of gonadal change are completely 
different. In some periods there is an increase and in others a decrease 
in the production of the various hormones concerned with sex. Such 
varieties of hypogonadism may be associated with psychic conflicts and 
it would seem likely that the joys of eating might be enhanced in com-
pensation for the denial of other pleasures. Furthermore, height and 
weight tables reveal no abrupt change in the increasing incidence of 
obesity which occurs with· advancing age such as might be expected if 
the menopause were an important etiological factor. 
Endocrine disturbances are responsible for only a small percentage 
of obesity in patients. Some investigators have postulated the inheritance 
of an endocrine characteristic in order to explain those cases of obesity 
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exhibiting a familial or inherent tendency, but metabolic studies have 
given no support to this conception. 
In summary, the fundamental cause of obesity is overeating which 
is produced by a disturbed appetite-regulating mechanism. The appetite-
regulating mechanism in turn may be upset or distorted by the influence 
of hereditary, environmental, psychological or metabolic forces either 
singly or in combination. 
The menace of obesity to continued good health and vigor with 
advancing years has been well demonstrated by analysis of insurance 
mortality rates. The most complete and recent study is that carried out 
by the Metropolitan Life Insurance Co. This survey incorporated a study 
of roughly 50,000 cases limited to substandard insurance policies, because 
of overweight, issued in the years 1925 to 1934 and traced to the policy 
anniversary date in 1950. The results showed that those people over-
weight, virtually all of whom were at least 20ro above the average for 
their height and age, had a mortality significantly above that of standard 
risks. In varying degree there is also an excess mortality due to obesity 
regardless of sex, age and height. Among the men the mortality ratio 
tended to be greater at the younger ages than at the older ages. Among 
the women this variation was smaller. Furthermore, the mortality tended 
to rise with the degree of overweight and was particularly marked among 
the younger overweight policyholders. 
An interesting analysis of the varying diseases which were respon-
sible for the excess mortality of overweight cases was given. Let us look 
at the facts relative to men: 
1. The cardiovascular renal diseases accounted in the aggregate for 
50ro of all the deaths, approximately one and a half times the 
mortality based on standard experience. 
(a) In chronic diseases of the heart, including coronary artery 
disease and angina pectoris, the observed mortality was 
about 4oro higher than standard risks. 
(b) Cerebral hemorrhage showed a mortality of 60% above 
risk. 
(c) Chronic nephritis had a mortality of 90ro above standard 
risk. 
2. Diabetes showed relatively the greatest excess mortality among the 
major causes. The deaths from this condition were approxi-
mately four times the expected. 
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3. Miscellaneous. 
(a) Conditions from which the mortality was double or greater 
than that of standard were cirrhosis of the liver, appendi-
citis and gallstones. 
(b) Deaths from cancer of the liver and gall bladder were 
excessive. 
(c) Increased mortality was seen from hernia and intestinal 
obstruction. 
(d) Accident and suicide mortalities were in excess. 
In women similar results were obtained. As well, the death rates 
from puerperal conditions were greater than expected. 
Clinically, obesity has been shown to enhance the dangers of sur-
gical procedures, to increase the severity of degenerative arthritis in 
weight bearing joints, to hasten the earlier appearance of varicose veins, 
and finally to impose a difficulty in obstetrical delivery. Furthermore, 
it increases the probability of cardiac failure in heart disease and ex-
aggerates the symptoms resulting from impaired circulation. Obesity is 
an important factor in the etiology of diabetes and perhaps in the develop-
ment of hypertension. According to Hanhart there is less diabetes in 
Europe than in the United States due to the more meagre food supplies 
in the former. Joslin refers to diabetes as the "fat man's folly" and to 
obesity as the "open door to diabetes". Once diabetes is actually present 
the severity closely parallels the patient's variation in weight. As weight 
decreases the severity of the disease decreases, and in some patients nor-
mality is obtained. Signs of diabetes recur, however, when weight is 
regained. 
The adverse influence of obesity upon longevity and national health 
is now well recognized by insurance companies and public health offi-
cials, and the education of the population as to the dangers of obesity 
now constitutes a challenge for the future. 
The symptomatology of obesity and the deterrent effects upon the 
body are best understood if the physiological and pathological com-
ponents are studied. It has been definitely proved that the number of 
calories required by the body at the resting state is proportional to the 
surface area. Hence the food requirement of an obese person, even at 
static weight, is greatly increased over the normal for his age and height. 
Although the basal metabolic rates of obese patients are normal, the 
basal metabolism is increased. It means that the obese person has a much 
greater rate of metabolism than he would have if he were of normal 
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weight. The circulatory and respiratory systems are burdened with a 
load that they were not meant to carry. Fat deposits in the abdomen 
and thoracic cage may inhibit respiratory · movements causing a 
diminished vital capacity. This mechanical inhibition accounts for ex-
ertional dyspnea and low exercise tolerance characteristic of the obese 
person. The increased rate of metabolism in obesity has been compared to 
that seen in hyperthyroidism, and indeed there are clinical similarities -
tachycardia, excessive perspiration, cardiac failure, fatigue, etc. Of course, 
slight degrees of obesity cause no symptoms. In many obese patients, 
particularly those of long duration, a significant decrease in the carbo-
hydrate tolerance has been observed. It has been suggested that the rela-
tively large demand for insulin for the conversion of carbohydrate to 
fat in obesity may exceed the capacity of the pancreas to produce it; thus 
diabetes ensues. Influenced by the high incidence of cirrhosis in the 
obese, Zelman, in a selected study, showed the presence of liver damage 
in long standing obesity. Amenorrhea, sterility and dysmenorrhea have 
been ascribed to obesity in some cases. 
In addition to physical disorders serious psychological difficulties 
may arise from obesity. Marked obesity is essentially repulsive. The 
obese person may be ridiculed; he may be set apart; or he may feel 
rejected because of the inability to partake as heartily as others in activi-
ties . Many investigators have emphasized the frequent occurrence of 
neuroses in the obese. Of course it is difficult to judge what proportion 
of psychological difficulties is the result and how much is the cause of 
obesity. 
The diagnosis of obesity may be perfectly obvious from inspection. 
The use of tables giving average weights is misleading because the opti-
mal weight of an adult remains unchanged but average weights increase 
in the middle decades. It is now felt that longevity is probably the best 
single index to the ideal weight. Life insurance statistics have shown 
that the average weight as given in the usual height-weight tables is too 
high and that the maximal life expectancy is obtained if the average 
weight at ages 25 to 30 is maintained during the remaining years of one's 
life. The diagnosis of obesity in the best interests of the patient as regard 
to optimal life expectancy is therefore obtained from the ideal weight 
tables rather than from the usu~ height-weight tables. A person is con-
sidered to be obese if the present weight is 10% or more in excess of the 
prescribed ideal weight for his height and sex. The use of ideal weight 
tables has also the advantages of allowing for variations in body build. 
It is difficult to estimate the degree of obesity in children because 
of the constantly changing mass of skeletal and muscular tissue, but 
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various devices such as the W etzel grid or the Wood-Baldwin tables for 
ideal weights of children may aid in overcoming this difficulty. 
Treatment of Obesity 
The treatment of obesity may be divided into two categories, pre-
ventive and corrective. 
Preventive 
Whenever a predisposition to obesity is evident, proper eating habits 
should be established, and unless there is any contraindication, moderate 
regular exercise should be encouraged. The patient himself should be 
encouraged to check his own weight periodically. 
Corrective 
The most important factor in the reduction of weight is the 
restriction of food. In the slightly overweight patient the restriction of 
such things as candy, sugar, butter, bread and dessert may be sufficient 
In the pronounced overweight patient more severe dietary restrictions 
are required. Suitable diets may be obtained by reference to any standard 
text. However, such a diet should contain an adequate supply of protein, 
a minimum of fat, enough carbohydrate to prevent wasting of protein, 
and an adequate supply of vitamins and minerals. Obese children are 
usually a psychologic as well as a physiologic problem. Newburgh 
summed this up by saying obese children need discipline rather than 
diet. The success of a dietary program depends not solely upon the 
diet but primarily upon the determination and morale of the obese person 
to lose weight and upon the removal and correction of any etiological 
factors. e.g., psychological or endocrinal. It is the doctor's responsibility 
to promote the determination and morale if th~se factors are absent or 
faltering. 
The mechanism ·whereby weight- is -gained and lost should be ex-
plained. It is· necessary for. the physician· to treat the obese patient as an 
. individual, to .emphasize to the patient the seriousness of his condition, 
and at all times to maintain an optimistic attitude as to the success of 
the weight-reducing regime. In other words, the success of a program 
of weight reduction is dependent upon a close patient-doctor relation-
ship. Frequent periodic visits should be advocated in order that the 
results of the diet be tabulated, but more particularly to provide the 
doctor with the opportunity to give en~ouragement and to reassure the 
patient that he is not alone in his struggle for his loss of weight. Tables 
can be obtained which enable one to predict the loss of weight, thus 
.enabling the patient to compare his actual loss with the predicted loss. 
Such a method is often of value in supplying a competitive component 
which can be a valuable supplement to any psychotherapy employed by 
... ~e .R!tY~ici~ .. ~--~ .. _.__ ···- .... . -·. . __ ... , . . 
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The patient should be assured that the reduction program will not 
harm him and that a familial tendency to or a long term duration of 
obesity is no bar to therapy. He should be told to disregard relatives and 
well meaning friends who unconsciously associate loss of weight with 
ill health and tell him daily that the diet makes him look terrible. 
Superficial psychotherapy in the form of encouragement and re-
assurance may be sufficient in the majority of cases, but not infrequently 
greater benefit may result from some extensive investigation and treat-
ment. Discussion of the patient's conflicts and problems and a simple 
explanation of their origin may be necessary. A psychiatrist may be 
required in the more profound cases. If such tensions are not relieved 
it is unlikely that normal weight, when reached, will be maintained m 
the person who became fat because of a neurosis. 
A patient who has continued his diet until an acceptable weight 
has been attained should not be dismissed without further attention. 
It must be emphasized to him that he cannot resume the practice of care-
less eating without becoming obese. A voidance of high caloric foods 
and the importance of adhering to new eating habits should be stressed. 
It is logical for one to ask, "What proof is there that weight re-
duction actually improves the outlook for the obese individual?" The 
most recent answer to this question was determined by a survey simul-
taneous and in conjunction with the statistical study of obese mortality 
mentioned at the beginning of this paper. This was a study of those 
overweight persons who, after dietary reduction, were subsequently 
granted standard insurance. This group experienced a lower mortality 
in comparison with the overweight group to which they originally were 
assigned. In other words, a reduction in weight, if maintained for a signifi-
cant period, does materially decrease the excess mortality. This study con-
firmed the numerous clinical evidences of the disadvantage of overweight 
as well as the benefits of a reduction of overweight. 
Other therapeutic adjuvants have been advocated in the treatment 
of obesity. Such medications have the common fault that they divert the 
patient's attention from the principal therapeutic device of diet so that 
he is tempted to eat as his appetite demands and to rely on the needle 
or pill to cause the reduction in weight. The most extensively used 
among these drugs is a sympathomimetic amine, amphetamine sulphate. 
The bulk of evidence suggests that these drugs do produce a true 
anorexia and some elevation of the basal metalolic rate, but the literature 
is filled with conflicting reports as to their effectiveness. A rise in blood 
pressure, psychologic dependence, undue stimulation, sleeplessness and 
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nervousness are indications for withdrawal of the drug. Recently, how-
ever, some investigators have removed the latter objections of insomnia, 
etc ., by the use of a barbituric acid in conjunction with amphetamine. 
Thyroid extract is still commonly used in the treatment of obesity. 
It should, however, be used only in those patients with true hypothyroid-
ism. The obese person is unusually susceptible to harm from the admin-
istration of thyroid because of his already elevated rate of metabolism. 
Thyroid in small doses is likely to be ineffective, while in larger doses 
its harmful effects upon the circulatory system make it a dangerous agent. 
Other measures used in the past with little success are diuretics, 
massage and exercise. A moderate amount of exercise in any patient is 
desirable, but as a specific factor for producing a loss of weight its 
ineffectiveness is reflected in Newburg's estimation that in order to lose 
one pound of adipose tissue, one would have to walk thirty-six miles. 
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Antibiotic Resistance 
of Staphylococcus 
L. J. Loeb, B.Sc., M.Sc., '54 
The results of the indiscriminate use of antibiotic therapy in 
the past decade are very apparent today. In this concise article 
Mr. Loeb discusses the increasing prevalance of penicillin ~esistant 
Staphylococcus pyogenes, the prevention and control of existing 
infection as well as the evidence of ca"iers in healthy hospital 
personnel. 
I T IS now common knowledge among medical practitioners that the use of antibiotics has provided certain therapeutic problems. Fore-
most is the development of resistant strains in usually sensitive bacteria. 
The problem is best illustrated by the increasing incidence of penicillin-
resistant Staphylococcus pyogenes isolated from pyogenic infections and 
from the anterior nares and skin where this organism forms part of the 
normal flora. 
Most papers on this subject point out the increasing incidence of 
penicillin-resistant staphylococci that have been encountered in hospital 
laboratories. Table I illustrates the continuous rise in resistant organisms 
cited by workers in England, Canada and the United States. These figures 
do not indicate the percentage of resistant strains found in the total popu-
lation since almost all strains were isolated from hospital patients where 
convenient laboratory services were available. Indeed, many staphylo-
coccal infections are treated successfully with penicillin out of hospital, 
and it is known that the percentage of resistant strains encountered in 
the total population is lower than that of hospital patients alone. In a 
comparison of in-patients and out-patients, Forbes ,{1949) noted that 
12.510 of staphylococci isolated from the latter group were penicillin 
resistant, while 68.41o of strains from the in-patient group were resist-
ant. Summers (1952) in a similar survey isolated 5010 and 24% resist-
ants from in-patients and out-patients respectively. Thus, it is evident 
the penicillin-resistant strains predominate in hospital practice. This 
fact is further corroborated considering the percentage of resistant 
staphylococci found as part of the normal flora in hospital personnel as 
compared to other groups in the general population. Wilson and Cock-
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croft (1952} found an average of 75% resistants among strains isolated 
from nasal cultures of maternity and operating room staff, while three 
groups, including children out-patients, boarding school girls, and city 
health workers, had an average of 18% of resistant strains among 
staphylococci isolated from nasal cultures. 
Table I 
The Incidence of Penicillin Resistant Staphylococci 
from 1944-1952 
Penicillin-
Authors Year Resistant strains 
Spink, Ferris and Vivino (U.S.) 1944 12% 
Barber (England) 1946 14 
1947 38 
1948 59 
Wilson and Cockcroft (Canada) 1947 46 
1948 64 
1949 76 
1950 74 
1951 73 
Leyton (Canada) 1949 50 
1950 63 
1951 71 
Koch and Bourgeois (U.S.) 1952 80 
The origin of resistant strains of staphylococci is generally believed 
to be due to a process of selection of resistant mutants in a mixed bac-
terial population in the presence of penicillin. Leyton {1952} believes 
that penicillin acts by removing sensitive strains and allows a proportion-
ate increase in "naturally" resistant organisms, rather than by inducing 
resistance in staphylococci which were previously sensitive. Ba.rber (1948} 
found that all the resistant organisms isolated had the capacity to pro-
duce a penicillin-destroying enzyme, "penicillinase". It may be assumed 
that the large amounts of penicillin used in hospitals is responsible for 
the relative predominance of pencillin-resistant Staphylococcus pyogenes 
isolated from the anterior nares of healthy hospital personnel. These 
individuals act as carriers and through a process of cross-infection, peni-
cillin-resistant staphylococcal infections result. 
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This paper concerns a survey of sensitivity tests performed on strains 
of Staphylococcus pyo genes (coagulase positive) isolated from specimens 
sent to the clinical Bacteriology Laboratory at Victoria Hospital, London, 
Ontario, during a period of 6 months from March to September, 1952. 
Methods 
The isolated strain of Staphylococcus pyogenes was spread on blood 
agar medium in Petri dishes so that a confluent growth would result. 
Filter paper discs with known quantities of different antibiotics were then 
placed on the inoculated agar surface. The disks used each contained 
one of three concentrations of penicillin, streptomycin, aureomycin, terra-
mycin, chloramphenicol and bacitracin as distributed by Difco Inc., 
Detroit. The plates were incubated overnight at 37° C. Sensitivity was 
reported as "sensitive, moderately sensitive or insensitive", according to 
the presence of a zone of inhibition surrounding the respective discs. 
For penicillin the discs represented .05 units, 1 unit and 10 units. The 
former two are considered within range of therapeutic effectiveness. 
Observations and Results 
Of 88 strains of Staphylococcus pyogenes tested, 44 or 50% were 
resistant to 10 units or more of penicillin, as compared with known sensi-
tive strains. The results with different antibiotics are presented in 
Table II. 
Table II 
Strains of staphylococci resistant to different antibiotics 
Drugs Strains T e.rteJ. Number Resistant % Resistant 
Penicillin 88 44 50 . 
Streptomycin 88 26 29.5 
Aureomycin 88 15 17 
Terramycin 88 16 18 
Chloramphenicol 88 3 3.5 
Bacitracin 22 0 0 
Streptomycin has a comparatively poor bacteriostatic effect even on 
"sensitive" strains of Staphylococcus. However, certain strains were more 
resistant than others and often the same strains were highly resistant to 
both penicillin and streptomycin. Almost always the strains which were 
resistant to aureomycin were also resistant to terramycin. The very few 
strains which were not inhibited by chloramphenicol usually were re-
sistant to all other antibiotics. 
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Table III is an analysis of the strains tested according to source of 
specimen in terms of penicillin resistance. 
Table III 
Penicillin resistant staphylococci according to source of strain 
Number of %of 
Number of Penicillin Penicillin 
Source Strains Resistant Resistant 
Nasopharynx 30 14 48 
Ears - otitis externa 19 6 31.5 
Eyes - conjunctiva 3 2 66.6 
Carbuncles, Boils, Abscesses 19 10 53 
Superficial skin lesions 9 6 66.6 
Infected wounds 5 5 100 
Urinary tract 2 1 50 
Blood-septicemia 1 0 0 
Most specimens provided resistant strains in average ,proportion, 
with the exception of infected wounds. Four of these were surgical 
incisions; the other was an infected burn. All of several hospital per-
sonnel had penicillin-resistant staphylococci in the specimens presented. 
Oinical Significance 
Though the number of strains tested in this series is not large, it 
indicates the situation in most general hospitals. The results, which 
correspond closely with recent public health reports, apparently repre-
sent the picture as might be found in the total population. No distinc-
tion was made as to whether the patient was in or out of hospital or 
whether he received previous penicillin therapy or not. Many reports, 
with a higher percentage of resistant staphylococci, include a large pro-
portion of strains from infections which did not respond to initial peni-
cillin therapy, while strains which were easily inhibited were never tested 
for antibiotic sensitivity. 
This survey indicates a trend noted in other reports (Leyton, 1952) 
that there is a definite resistance to aureomycin and terramycin being 
established. There seems to be a true "cross resistance" between these 
two antibiotics based on the fact that strains resistance to one drug are 
almost invariably resistant to the other. The very low resistance rate of 
chloramphenicol is probably due to the more limited use of this drug in 
staphylococcal infections. The high incidence of penicillin-resistant strains 
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isolated from infected wounds and superficial skin lesions is most signi-
ficant. Undoubtedly these infections occurred secondary to a primary 
lesion while the patient was in hospital, especially in the case of surgical 
incisions. This is an example of the propagation of resistant strains by 
hospital personnel and environment with the subsequent infection of 
susceptible patients. This mechanism applies most readily regarding 
staphylococcal pyodermas of children. Wilson and Cockcroft (1952) and 
Farquharson et aJ (1952) relate instances in which outbreaks of staphylo-
coccal skin infection occurred in nurseries. The nasal flora of nurses, 
mothers and the infants themselves proved to be sources of resistant 
strains, and the extent of infections was related to direct and indirect 
contact with these individuals. 
The problem of increasing incidence of penicillin-resistant staphylo-
coccal infection in hospitals may be reduced to the following factors: 
( 1) The high incidence of penicillin-resistant strains present as part of 
the normal flora in the anterior nares of hospital personnel. 
(2) The mechanisms of cross-infection, direct and indirect, which favor 
the transmission of resistant strains. 
(3) The individual in hospital; those with lesions that are susceptible to 
secondary infection, or newborn infants, who are easy prey to these 
organisms with resulting staphylococcal pyodermas (impetigo) or 
pneumonia. 
Control of Resistant Staphylococci 
The control of penicillin-resistant staphylococci provides a concrete 
example in the control of antibiotic-resistant infections generally. It may 
be approached from 3 main aspects. 
(1) The prevention of development of resistant strains is based 
primarily on the avoidance of indiscriminate use of penicillin. No anti-
biotic should be employed for prophylactic therapy unless there is good 
reason for anticipating infection as a result of trauma, surgical procedures, 
or prolonged labour. In treating any infection, a rational approach should 
be employed in the use of antibiotics. This includes determining the 
focus of infection (if possible), taking adequate specimens for bacter-
iological diagnosis and sensitivity tests, and the use of adequate dosage 
of drug for those infections which require it. Ehrlich's theory of "'Ther-
apia magna steriiizans' or 'Stosstherapie', the giving of a single massive 
dose sufficient to inhibit the infecting organism, and leaving the patient's 
own resistance to overcome the infection by natural phagocytosis" should 
be a guide to the use of antibiotics and chemotherapeutic agents generally. 
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(2) Once it is established that an infection is caused by an organism 
resistant to one of several antibiotics, other chemotherapeutic substances 
should be used rationally. Considering penicillin-resistant staphylococci, 
aureomycin, terramycin or chloramphenicol may have a positive thera-
peutic effect based on sensitivity tests. With the increasing resistance 
to aureomycin and terramycin (Leyton, 1952) and the present disfavor 
to chloramphenicol based on depression of the hemopoietic system, the 
use of combinations of drugs has become more practical. Jawetz and 
Gunnison (1952) have provided a useful guide dividing the antibiotic 
substances into two groups: 
I . Penicillin, Streptomycin, Bacitracin and Neomycin-bacteriocidal 
action. 
11. Aureomycin Terramycin and Chloramphenicol-bacteriostatic action. 
For penicillin-resistant staphylococci, the combination of Group I drugs have 
a synergistic effect - e.g., penicillin and streptomycin. Other combina-
tions of Group I and Group II have variable effects and should have 
laboratory evaluation before use. Erythromycin, a recent addition to our 
therapeutic weapons, seems to have a positive effect in dealing with 
resistant staphylococci and topical bacitracin is quite efficacious in 
staphylococcal skin infections. 
(3) The control of carriers and the spread of penicillin-resistant 
staphylococci is necessary, especially in hospitals. It has been shown that 
resistant strains form a high ·proportion of the nasal flora of nurses, 
doctors, other hospital personnel and in-patients who have been in hos-
pital for some time. All these are potential sources of infection. Attempts 
should be made to alleviate the carrier state wherever possible. The 
various mechanisms of cross-infection are known tobe responsible for 
transmission of the organisms. Resistant bacteria have been isolated from 
dust, air and equipment of nurseries (Farquharson, 1952). Proper ward 
routines and nursing care will alleviate much of the dangers of cross-
infection. Ultraviolet light does not seem to help reduce the chance of 
transmission of resistant strains in a ward. When the factors of carriers 
and transmission cannot be dealt with adequately, protection of the sus-
ceptible patient may alleviate the chance of infection. A recent example 
was the use by Farquharson et aJ of a bacteriostatic detergent for cleansing 
the skin of infants in a nursery. This reduced the incidence of impetigo in 
these infants significantly. 
Summary 
1. The increasing incidence of penicillin-resistant Staphylococcus pyogenes 
isolated in hospital laboratories has been noted. 
2. Penicillin has a selective action in removing sensitive strains from a 
. . pqpulat.ion, t)ljls allowing resistant mutants to predominate. 
, . , . , ,, "' . . 
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3. About 507o of staphylococci isolated during a 6-month period were 
resistant to penicillin. Smaller percentages of strains were resistant 
to other antibiotics. 
4. Superficial lesions, secondarily infected, have more chance of being 
caused by resistant organisms. 
5. Methods of dealing with resistant organisms, their prevention, con-
trol of existing infection, and their sources and spread have been 
presented. 
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Ataxia: 
Alan Douglas, M.D., M.Sc., F.R.C.P. (C) 
A clear understanding of the physiological and pathological 
basis for ataxia is of inestimable value in the diagnosis of va1'ious 
neurological disorders. In this article, Dr. Douglas discusses ataxia 
associated with cerebellar disease, posterior cord involvement, and 
vestibular disorders. 
T HE TERMS ataxia and inco-ordination are synonymous. Briefly, they indicate a clumsiness, awkwardness or unsteadiness in the perform-
ance of a movement which is not due to paresis, spasticity, involuntary 
movement or round-about methods of performance. Several types of 
ataxia are met with in neurological disease; their differentiation is im-
portant and usually not too difficult. These will be considered in the 
order of their importance. 
Cerebellar Ataxia 
As a rule, the most obvious sign of cerebellar disease is disordered 
movement. The essential quality of cerebellar ataxia is its asynergia, its 
jerkiness or want of synchronism at different joints during a movement. 
As a result of this state, the act is decomposed into its separate com-
ponents which are performed successively rather than simultaneously in 
a co-ordinated manner. Delay in the initiation of one component of a 
movement relative to that of another and excessive range of one element 
of the act, particularly at a proximal joint, are the chief causes of 
"decomposition". Another factor is defective fixation of one or another 
of the moving joints. These irregularities are most striking in movements 
in which there is a change of direction where confusion and inaccuracy 
may become marked. Babinski first recognized the inability of an affected 
limb to execute alternating movements with normal rapidity and regu-
larity and gave this state the name dysdiadochokinesia. 
The hypotonia which accompanies a cerebellar lesion adds to the diffi-
culty in performing alternating movements. In the test which involves 
rapid pronation-supination of the extended forearm, the normal arm 
remains fixed in position, whereas the affected one sways about irregu-
larly from the shoulder, leaving the forearm no fixed base from which 
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to act. When both arms are fully extended from the shoulder, the patient's 
eyes being closed, the affected one will fall away to one side in spite of 
efforts to keep it parallel with its fellow. The inability to check move-
ments is also related to the hypotonia. This is responsible for the so-
called "rebound phenomenon". If a normal individual is asked to pull 
his hand toward his face against strong resistance and the resistance is 
suddenly removed, the hand should normally be arrested by the antago-
nistic extensors of the elbow. With cerebellar defect, however, the hand 
does not stop at once and may even strike the face. 
Dysmetria simply means that the patient cannot arrest a movement at 
a given point. He may reach for a drink of water and, falling short of 
the mark, upset the glass through premature closure of his fingers. 
In the finger-to-nose test the movement may continue at its maximum 
velocity so that the finger pitches heavily on the nose and may plunge 
past it to the cheek. Overshooting the mark in cerebellar disease is often 
referred to as hypermetria. 
Action or intention tremor is of cerebellar origin. It is absent at rest 
and appears characteristically towards the end of a voluntary movement. 
This is because at the end of such movement the postural mechanisms 
which are affected by cerebellar disease are most called into play. The 
tremor is quite unlike the spontaneous rhythmical shaking of striatal 
disease such as is seen in paralysis agitans. In disease of the basal ganglia 
the tremor is more pronounced when the limb is at rest and tends to 
diminish or cease, if only briefly, when voluntary movement is 
undertaken . 
The various components of cerebellar ataxia are seen on the homo-
lateral side when the lesion involves one hemisphere (neocerebellar 
syndrome) , and they are usually more pronounced in the arm than in 
the leg. When the patient walks, the gait is staggering and broad-based 
and he tends to deviate to the affected side. Gait and stance are the 
same, whether the eyes are open or shut; that is to say, Romberg's sign 
is not present. 
When the mid-line portion of the cerebellum (the cerebellar vermis 
of the clinician or the paleocerebellum of the anatomist) is involved, the 
ataxia affects the trunk much more than the extremities. If the patient 
is lying in bed, cerebellar signs in the arms are almost negligible; in the 
legs moderate unsteadiness may be demonstrated. But when the patient 
attempts to walk, the dysmetria and asynergia of the legs really becomes 
apparent. If he can stand at all, he can do so only by greatly widening 
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his base and he oscillates to and fro. Even sitting erect and unsupported 
may be a problem. In walking, he advances irregularly with deviations 
and lunges to one side or the other and often shows a tendency to fall 
backwards. This truncal ataxia is well seen in children with midline cere-
bellar tumours. In adults of middle age it is seen in a pure state in the 
condition known as primary paleocerebellar atrophy (delayed cortical 
cerebellar atrophy) in which degeneration of the cortical elements of the 
superior portion of the vermis is found at autopsy. Sometimes there is 
no obvious cause for such a change; in other cases, visceral carcinomata 
or long-standing cachectic states are implicated. 
Sensory Ataxia 
The second major division among the disorders of co-ordination is 
usually referred to by the neurologist as sensory ataxia. It results from 
the diminution or loss of the sensory impressions which are conveyed 
by the large, heavily myelinated, rapidly conducting and phylogenetically 
young fibres of the medial division of the dorsal roots. These pass up 
the posterior columns of the spinal cord and are appreciated, it is thought, 
in the parietal cortex. Although the inco-ordination itself is due primarily 
to defect of postural sensibility (muscle, joint and tendon sense), it is 
often associated with the loss of other forms of "cortical sensation" such 
as stereognosis (ability to recognize objects by their size, shape, weight 
and texture), tactile localization, and other spatial and discriminative 
aspects of sensation. 
A classical example of sensory ataxia is shown by the patient with 
well developed tabes dorsalis. Unfortunately for neurological teaching, 
such individuals are becoming rather rare due to the more effective treat-
ment of lues. The high-stepping, slapping gait of the tabetic has only 
to be seen (or heard), however, to be remembered. In tabes, reflex 
muscle tone is diminished due to interference with the afferent portion 
of the stretch reflex arc. Hence the patient has to "pull in the slack" 
before his muscles come into play, making his movements jerky, in-
harmonious and flail-like. Because of impairment of his proprioceptive 
sense, he has to perform an exaggerated movement in order to be aware 
of having moved at all. Hence, as he walks, he lifts his leg suddenly 
and to an abnormal height to gain a sense of flexion. Then he will stamp 
it loudly to the floor to be sure that it is properly extended. This type 
of gait is sometimes referred to as "steppage" in character. 
The patient with sensory ataxia soon learns that he can improve his 
co-ordination by watching what he is doing carefully. Hence his ataxia 
is increased when his eyes are closed or when he walks in the dark. 
20 U.W.O. MEDICAL JoURNAL 
This, of course, is the basis of Romberg's sign, which is a sign of 
sensory ataxia rather than ataxia generally. The "wash-basin sign" in 
which the tabetic, bent over the basin with eyes screwed shut and pos-
sibly full of soap, falls forward, is another oft-quoted example of this 
type of inco-ordination. 
Any disease process implicating the posterior columns can cause 
such a sensory ataxia. It is seen in the combined system disease associated 
with macrocytic hyperchromic anaemia, in disseminated sclerosis, and in 
Friedreich's ataxia for example. In all these conditions, of course, the inco-
ordination may be modified by involvement of other neur<;>logical systems 
or mechanisms. Likewise appropriate involvement of the dorsal roots, 
brain stem and parietal cortex may cause the symptom complex. Poly-
neuritis, in which the patient is not sufficiently weak to be bed-ridden, 
may present primarily as a problem of ataxia. In parietal lobe lesions, 
the ataxia is accompanied by hypotonia and also, sometimes; by muscle 
wasting. The ataxia may be static as well as kinetic, in which case the 
affected limb when at rest will show a constant writhing restlessness, 
sometimes referred to as "pseudo-athetosis". 
Vestibular Ataxia 
This occurs in normal people, along with vertigo and nystagmus, as 
a temporary response to labyrinthine stimulation. Clinically the import-
ant conditions in which vestibular ataxia occurs are recurrent aural ver-
tigo or Meniere's syndrome, ataxia which invariably causes staggering 
and even falling to one side or the other is an invariable part of the acute 
attack. 
It will be seen from these considerations, then, that co-ordinatibn 
does not depend on any one part or centre but is a function of the nervous 
system as a whole. The main types of inco-ordination become apparent 
when disease or injury singles out one or more of the systems which 
enable us to act with precision and accuracy. It is usually a fairly simple 
matter to decide by purely clinical means which of the systems is at fault. 
The whole problem, however, is doubtless more complex than our clini-
cal methods can show. It must not be forgotten that weakness and 
spasticity can so interfere with movement as to give the appearance of 
ataxia. Finally, no consideration of the disorders of co-ordination is com-
plete without mention of the fact that hysterical motor disorders of one 
sort or another can cause confusion. Usually the very bizarreness of the 
manifestation is sufficient to warn the experienced observer, but occa-
sionally in the absence of corroborative neurological signs a period of 
observation is necessary before a final decision can be reached. 
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General Paresis: 
and Its Treatment 
G. Swartz, B.A., '53 
In this original article the author presents data which he has 
personally gathered for the presentation of current methods of 
treatment of a disease which has been a problem since the war. 
He presents certain conclusions which are of especial interest and 
value to students and practitioners. 
T HIS PAPER was prompted by a review of paretic patients at the Ontario Hospital, St. Thomas, where the writer was a summer 
interne in 1952. It will be divided into three parts: 
I. A brief outline of general paresis of the insane (G.P.I.), in-
cluding its place in the classification of luetic disease, its inci-
dence, and the chief signs and symptoms which it may present. 
II. The findings of the survey undertaken at the Ontario Hospital, 
St. Thomas, this summer. 
III. A brief review of recent literature dealing with the problem. 
General paresis is a parenchymatous luetic infection of the cere-
bral cortex and overlying meninges. The frontal lobes are affected 
mainly and the disease commonly onsets 5 to 20 years after the original 
infection. It occurs mainly in men and is most frequent in middle age. 
Thirty to fifty percent of all people with syphilitic disease will 
present signs of central nervous system involvement. The majority 
of these patients (60%) will show only spinal fluid changes and be 
asymptomatic clinically. Lesions of the central nervous system are 
meningovascular and parenchymatous. The parenchymatous lesions 
are: 
1. Tabes dorsalis - 2 to 5% of all luetic infections. 
2. General paresis- 6 to 97o of all luetic infections. 
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Due to the widespread use of antibiotics the earlier stages of 
syphilitic infection may be suppressed, and it has been suggested that 
the incidence of central nervous system lues may rise in the future. 
Diagnosis 
Too often the diagnosis of G.P.I. is not made until marked 
physical and mental signs are present. If good results are to be ob-
tained from treatment, it is imperative to make the diagnosis at the 
earliest possible moment. The single most important factor in this 
regard is the examination of the spinal fluid. 
Approximately 25ro of all cases of primary syphilis and 50ro of 
all late secondary cases have spinal fluid changes. Most of these 
patients are clinically asymptomatic of central nervous system lues 
but they may progress to more serious involvement. 
A number of cases in this study were allowed to progress to an 
advanced state before cerebrospinal fluid examinations were per-
formed. With modern therapy available this is a tragedy. It is man-
datory to carry out routine blood serological studies in all cases show-
ing neurological involvement (either in the physical or intellectual 
spheres), and it is desirable in all patients regardless of the system 
involved. If the results of the blood tests are positive or doubtful for 
syphilis the spinal fluid should be examined. Even if the blood is 
negative and central nervous system lues is suspected a sample of 
cerebrospinal fluid should be withdrawn and tested. 
Oinical Picture 
Mental signs and symptoms: Usually these are of insidious onset 
but may appear suddenly following trauma. They take the form 
of progressive mental deterioration and emotional changes and 
can be divided into three groups: 
(a) Changes in affect ( eg., euphoria, depression or grandiose 
behaviour. Depression is perhaps more commonly seen). 
(b) Dementia. 
(c) Schizoid changes (the patient withdraws into a world of his 
own and may have delusions and hallucinations) : 
The primary symptoms are those of slight personality 
changes, - judgment becomes poorer, responsibility is not weB 
taken and attention easily strays. Then personal habits may 
deteriorate, - lack of cleanliness, excessive use of alcohol, strange 
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sexual behaviour, etc. The memory begins to fail; intellectual 
capacity falls; and orientation is disturbed. Changes in affect 
may occur, - the patient may be grandiose, very excited, or ex-
tremely depressed. In the final stages all contact with the en-
vironment is lost; progressive dementia onsets; and the patient 
may become a biological entity only, lacking any memory, orienta-
tion, or insight. 
Workers in Boston have shown that patients with schizoid 
tendencies have a poorer prognosis even in view of adequate 
therapy. All phases of the disease, except the very earliest, were 
seen in the group reviewed. Most cases, however, exhibited a 
well established clinical picture of the disease. 
Physical Signs: Improper articulation of words may be the first 
defect noted. The patient's speech is slurred and the time-
honoured test words and phrases such as "artillery" and "truly 
rural" cannot be pronounced properly. 
An early and characteristic sign is an abnormality in the pupils 
which may vary from a slight inequality in size to the full-blown 
condition described by Argyll Robertson. The tendon jerks may 
become hyperactive and a Babinski response to plantar stimula-
tion may be noted. Epileptiform seizures can occur. Optic atrophy 
is not uncommon (it was found in one of our groups). Lack of 
sphincter control and loss of motor power are found in more 
advanced stages. Finally the patient becomes completely para-
lyzed and vegetative. 
Laboratory Findings: These are considered m the untreated case. 
(a) Blood: 90 to 1001o of all paretics have a pos1bve blood 
Wassermann. A positive spinal fluid and a negative blood 
Wassermann can occur and this was found in two patients 
in this survey. 
(b) Spinal fluid: The earliest findings in the cerebrospinal fluid 
will be an increase in the cell count. Then in the following 
order these changes occur: the protein element will increase; 
the Wassermann test will become positive; and slowly the 
Lange Colloidal Gold Curve will assume a paretic shape; 
viz., 555531000. 
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II. Results of the Survey of Paretic Patients at Ontario Hospital, 
St. Thomas. 
Of the patients investigated, 54 were selected for presentation in 
this paper. The bases for selection was a formal diagnosis of G.P.I. 
Juvenile paretics were not included, as the emphasis in this paper is 
on treatment and it is realized that little in the way of successful 
therapy can be given these patients. Also patients with positive bloods, 
but with other mental diagnoses, were not included. 
It was difficult to ascertain with accuracy the duration of symp-
toms in most cases. Therefore in this discussion the length of disease 
was taken from the time of first admission to a mental hospital. This 
varied from 1 year to 25 years with an average of 8.5 years per patient. 
Each patient was evaluated as to mental status, physical signs, blood 
and cerebrospinal fluid findings, and treatment received. This paper 
will attempt to compare the effects of the different types of treat-
ment with the factors mentioned above as the bases for comparison. 
Treatment fell into three categories: 
1. A large majority of the group was treated with prolonged 
arsenical therapy plus bismuth (with and without potassium 
iodide) . Forty-nine of the 54 cases were thus treated. 
(Table 1.) 
2. Twenty-seven patients received fever therapy, 25 of these 
patients also received arsenicals and 5 were treated with 
penicillin as well. 
3. Sixteen patients received penicillin; but in only 3 cases was 
this the sole therapy used. 
Table I- Treatment of the whole group. 
T ype of Treatment No. Treated 
Arsenicals, bismuth, fever, and penicillin . .. .. ... .. ... . .. . . . 3 
Arsenicals, bismuth, and penicillin . . . . . . . . . . . . . . . . ... .... .. . . . . . . . 8 
Arsenicals, bismuth, and fever . . ... . . .. . . .. . . . . . . .. . ... . .. .. .. .. .. . .. 22 
Arsenicals and bismuth ..................................... .... ....... .... 16 
~=~~~a:Od - ~~~i~i~-~ .. ::::::::::::::::::::::· :::: :: ::::::::::::::::::::::::::: ~ 
Total ....... ............. ... .................................... ............... 54 
To elaborate on the type of treatment used, 47 of the 49 receiving 
arsenicals plus bismuth received a large number of infections varying 
from 30 to 276, while only two had less than 30 treatments. 
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The products used were Tryparsamide, Neoarsphenamine, 
Mepharsen, Salpharsenbenzol, bismuth with or without potassium 
iodide. Tryparsamide plus bismuth was the commonest form of 
therapy. These are all grouped together because the results obtained 
appeared to be similar regardless of the type of arsenical used. 
The fever treatment was malaria in most cases, but typhoid was 
also used. The amount of treatments varied from 4 to 145 hours, but 
accurate figures were not available in all cases. Temperatures of 
104°F and 105 °F were the standard. 
Of the sixteen patients receiving penicillin 9 received only one 
course; 5 received two courses; and 2 were treated on three separate 
occasions. Each course varied from 4 to 18 million units with an 
average of 10 million units. Procaine penicillin was used in earlier 
cases, aqueous penicillin in later cases. The usual mode of treatment 
was to start with small doses totalling 50,000 to 100,000 units daily, 
working up to 600,000 units daily for periods of 10 to 30 days. This 
was done in the hope of avoiding Herxheimer reactions which may 
be very serious in G.P.I. 
Table II - 31 patients showing negative cerebrospinal fluid. 
T ype of Treatment No. Treated 
Arsenicals, bismuth, fever, and penicillin ... .... ... ... . ..... ... 1 
Arsenicals, bismuth, and penicillin . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . 3 
Arsenicals, bismuth and fever ...... ...... ...... ...... .... .. .... ...... 13 
Arsenicals and bismuth ....... .......................... .......... ...... .. . 14 
Total ... .. ... .... .. .... ....... .. ........... ..... ... ............................ 31 
At one time in the course of his disease each patient had changes 
in his blood and spinal fluid indicative of syphilis. When the labora-
tory work in the present survey was completed it was found that only 
23 of the 54 had positive cerebrospinal fluids and only 27 had posi-
tive blood pictures. Thus 31 had a reversal of their cerebrospinal 
fluid findings. (Table II.) The protein levels were for the most part 
within normal ranges and the colloidal gold curves flat in this group.· 
On further investigation of this group of 31 it was found that 
14 received massive arsenicals plus bismuth; 13 received arsenicals 
plus bismuth and fever therapy; and 4 had penicillin in addition to 
arsenicals and bismuth. 
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It is to be noted that all these patients received arsenicals and 
bismuth therapy. 
The reversal of cerebrospinal fluid findings can be attributed to 
one of two things: 
( 1) the treatment carried out 
(2) the tendency of G.P.I. to burn itself out after a number of 
active years. 
The average length of disease in this group was 11.5 years, which 
was above average for all patients in this survey. 
The other 23 patients (Table Ill) had positive cerebrospinal fluid 
changes. The Kolmer Wassermann reaction was positive in all cases, 
protective levels were elevated in most cases, and in some the colloidal 
gold curve approached the characteristic paretic shape. Unfortunately 
accurate statements of cell counts were not available even though 
they were highly desirable. 
Table III- Treatment of patients with positive cerebrospinal fluid 
findings. 
T ype of Treatmmt No. Treated 
Arsenicals, bismuth, fever, and penicillin . . . .. . .... . ... .. .. ... 1 
Arsenicals, bismuth, and penicillin .. .... . .. .... .. . ................ 5 
Arsenicals, bismuth, and fever . . . . . . . .. . . . . . . . . . . .. . . . . . ... . . .. . . . . . .. 9 
~::~~nd _P_~~-i-c~-~~ .. ::::::::::::::::::::::::::::::::::::::::::: ::::::::::::::: ~ 
Total ........ ....... ......... ................... ...... ....... .... ............... . 23 
Average length of the disease in this group was 5.7 years, as 
compared to 8.5 for all patients in the survey. 
It was noted that 75% of the patients who were treated with 
penicillin are in the group with positive cerebrospinal fluid findings. 
Also 877o of the group showing a reversal of serology were treated 
with massive arsenicals plus bismuth· therapy. This might indicate 
that the latter treatment was superior to penicillin therapy insofar as 
cerebrospinal fluid findings are concerned. However, as mentioned 
above, treatment and time are two factors concerned with the reversal 
of serology, and since the time factor in the group treated with 
arsenicals plus bismuth averaged 11.5 years compared to 5.7 years 
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in the penicillin group, it may not be valid to claim that arsenicals 
plus bismuth are superior treatment with regards to cerebrospinal 
fluid findings. 
With regards to tteatment and physical signs, evaluation was 
difficult as accurate reports on the earlier signs shown by these 
patients were not available. It appeared, however, from the physical 
examination that the degree of physical deterioration was not as 
severe as the degree of mental changes. Whether this is due to the 
therapy given, or not, I am not prepared to say. 
The results of treatment on the clinical state of the patient are 
much more important than the results on cerebrospinal fluid findings. 
Of the 54 patients reviewed, sadly enough only 6 showed any clinical 
improvement after therapy (Table IV). In this group 2 improved 
to the point where they were able to leave hospital and do useful 
work in the community. The other 4 became much improved in their 
relationships and adjustments in hospital and could be considered 
candidates for probationary discharge. 
Table W - 6 patients showing clinical improvement. 
T ype of Treatment No. T reated 
Arsenicals, bismuth, fever, and penicill in ....... ... ... . .. .. ... 1 
Arsenicals, bismuth, and penicillin . ........ ..... .. . .. ... ... ....... 2 
Penicillin ... ... .. ..................................... .... .... ..... .......... .... .... 3 
Total ...... ............. ... ...................................................... 6 
The average duration of the disease in this group was 3.6 years. 
All the patients in this group received penicillin. Two received only 
one course; 3 had two courses; and one patient had three courses. 
The average dosage per course was 9.9 million units of penicillin. 
Both procaine and aqueous penicillin were included in their therapy. 
From this brief survey one may conclude the following: 
1. Arsenicals plus bismuth therapy offers no clear proof of its 
superiority over peniGillin in reversing abnormal cerebrospinal 
fluid. The basis for this statement is the discrepancy in time 
between the length of disease in the arsenical treated group as 
compared with the penicillin treated group. 
2. Arsenical therapy plus bismuth with or without fever therapy 
offers poor hopes for a clinical improvement of G .P.I. 
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3. Penicillin therapy alone or in combination with other agents can 
lead to marked improvement in the clinical state of the patient. 
4. The earlier the treatment is started the better the prognosis. 
5. Penicillin therapy does not produce early changes in the status 
of the cerebrospinal fluid . 
6. More time is needed to follow cerebrospinal fluid findings in 
penicillin treated ~ases. 
Because only a small group received penicillin it is difficult to 
draw hard and fast conclusions. However, larger groups have been 
reviewed by other workers and I shall summarize their results. 
III. A. S. Rose and L. R. Carmen of the Boston Psychopathic Hospital 
report on 130 cases of G.P.I. with an average of 1.8 years of symp-
toms. All patients had received arsenicals and bismuth therapy 
previously. 
1. Twenty-six received penicillin alone. 
2. One hundred and four received penicillin plus fever (malaria). 
3. Twenty-three cases were re-treated with penicillin. 
Their findings show that 54 or 42% improved to the point where 
they could leave hospital and work in the community. This group 
was followed from 2.5 to 6 years. 
The same writers refer to a larger series from the same clinic 
where 677o of patients improved to the degree that they could leave 
hospital. However, this group includes patients who were treated 
intensively immediately after the initial diagnosis. 
R. D . Hahn et al of Johns Hopkins Hospital report op the treat-
ment of a large group of neurosyphilitic patients. Out of 589 cases 
479 received penicillin alone and 110 received penicillin plus malarial 
fever therapy. Of these 77 were paretics. They found that: 
1. Forty-six per cent of the group treated with penicillin alone were 
rehabilitated to their communities. 
2. Forty-four per cent receiving penicillin plus malaria were 
rehabilitated. 
3. Penicillin therapy did not improve physical signs but pre-
vented the appearance of new signs. 
The literature contains other papers with similar results. 
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The suggested treatment for general parsis is therefore penicillin 
therapy alone, 12 to 18 million units per course. Due to the fact that 
penicillin therapy does not produce early changes in the cerebrospinal 
fluid each paretic should get at least two courses of penicillin, depend-
ing upon the clinical status as well as that of the cerebrospinal fluid as 
observed at regular intervals. 
• 
1. A brief outline of G.P.I. has been presented. 
2. Early diagnosis has been emphasized. Partjcular emphasis is placed 
on early cerebrospinal fluid examination. 
3. A series of 54 cases of G.P.I. has been evaluated according to the 
treatment received. 
4. Arsenical therapy plus bismuth without fever therapy does not 
produce good clffijcal results. 
5. Time as well as treatment is a large factor in producing reversal 
of cerebrospinal fluid findings. 
6. Penicillin alone offers a better prognosis than any other form of 
treatment of G.P.I. up to this date. 
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ERRATA: 
30 
In Mr. Lansing's article, "Antiepileptics'', in the November 
issue of this Journal, an error was made in the dosage of Mepho-
barbital. On page 124, the adult dosage shor~ld read 0.4-0.6 grams 
per day. For children under five years the dose should be 0.032-
0.065 grams per day. 
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Dr. A. D. McLachlin: 
J . ARTHUR RANK gave us the man in the white suit and the Journal this month presents the man in the green suit. The setting for this 
scene is found at Victoria Hospital, London, Canada, and the star of our 
show is Dr. Angus Duncan Mclachlin, M.D., M.Sc., D. Phil., M.S., 
F.R.C.S. (Eng.) , F.R.C.S. (Can.) , F.A.C.S., frequently referred to as 
"Bam", "Banty", or "The Chief". 
Born in St. Thomas, Ontario, he graduated from U.W.O. Medical 
School in 1932 with the honour of being the first Rhodes Scholar from 
Western. After earning his D.Phil. in physiology at Oxford, he migrated 
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to the Banting Institute, Toronto General Hospital, and the Hospital for 
Sick Children, gaining for himself the degree of Master of Surgery and 
the expressed opinion of one of his instructors that he would never 
amount to much as a surgeon. His experiences in England, France and 
Belgium during the war with the Number 10 Canadian General Hospital 
Unit disproved this statement and subsequently led to the British Fellow-
ship in Surgery. 
In December 1934 his appointment to the Professor of Surgery 
and head of this department at Western made him at the time the 
youngest head of a clinical department in any Canadian medical school. 
Not only by academic standards is this man a star, for during his 
undergraduate days he was captain of the senior intercollegiate rugby 
team when Western won the championship for the first time in 1931. 
He is an enthusiastic hunter and takes great pride i~ the training of his 
prize-winning Labrador retrievers. 
Many men regard an increase in the waist-line as an inevitable con-
sequence of middle age. But this disciple of physical fitness maintains 
the build of a top athlete. Some of us more sedentary humans would 
look upon many of his earlier escapades as extremes. Instead of walking 
through the tunnel from the Toronto General to the Banting Institute, 
Dr. McLachlin, in all types of weather, would go outdoors and run the 
extra distance to "keep fit" . The feat of climbing three flights of stairs 
on his hands for his own amusement was another of his capabilities. 
Even today his housemen are ready to call it a day about nine or ten 
o'clock in the evening after keeping up with this human dynamo since 
seven in the morning. But no such luck for these products of a milder 
life. It would seem that the "Chief" is in top form around twelve mid-
night, and many a nurse has wondered why she ever chose her profession 
when, after getting the patient settled for the night and her charts all in 
order, Dr. McLachlin would come on the ward for evening rounds. 
His eating habits are just as erratic. He usually has his first meal when 
others have completed their third and, though he eats this quickly, he 
has not shown any symptoms of an ulcer. 
Yes, Dr. Angus Duncan McLachlin is a great star. He is an out-
standing disciple of his profession, one who unselfishly devotes his time 
and unsparingly gives of himself to further the training of promis_ing 
young surgeons. He advances the gospel of progressive, sound surgery 
to many corners of the country; he is respected and esteemed; he is a 
leader among men. 
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Paediatrics: 
Recent Advances of Interest to the 
General Practitioner* 
Alan Brown, M.D., F.A.A.C.P., 
F.A.C.P., F.R.C.P. (C), 
F.R.C.P. (Lond.)t 
This is the concluding portion of the article "Paediatricl' : 
The article consists of excerpts taken from a paper read at the 
London Academy of Medicine, the Scientific Meeting of the 
Hamilton Academy of Medicine and the Annual Meeting of the 
O.M.A. District Number Nine. We recommend this article as an 
authoritative and sparkling review of the present status of 
paediatrics. 
Treatment of Infections in Children 
With the advent of chemotherapy and antibiotic therapy in the 
management of infections in infancy and childhood, there have been 
some rather startling advances. 
Compared to the pre-chemotherapeutic era, many infections have 
been eradicated and others markedly reduced in their severity. Early 
administration of adequate doses of sulfadiazine andj or penicillin has 
aborted upper respiratory empyema. The pneumonia that does occur has 
changed from a 7 to 10 day disease to a 48 hour disease and empyema 
rarely develops. Septicaemia iis not seen in hospital practice and osteo-
myelitis early and thoroughly treated medically, never becomes a surgical 
problem. 
If now we look at the more severe forms of infection, namely the 
group of purulent meningitides, we find an almost complete reversal 
from diseases which were in the past nearly 100% fatal to illnesses which 
now are much more amenable to treatment. The case fatality rate of 
meningococcal meningitis in our most recent series is 10.6<fo, the majority 
of these deaths being in acute fulminating cases of the Waterhouse-
Fridericksom type. Pneumococcal meningitis has been reduced from a 
• Delivered at the Twelfth Dr. F. R. Eccles Memorial Medical Alumni Lectureship, Oct. 1, 
1952. The first half of this paper was printed in Vol. 22, No. 4 of U.W.O. M.J. 
t Professor Emeritus of Paediatrics, University of Toronto; Consulting Physician, Hospital 
for Sick Children, Toronto. 
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case fatality rate of 100% to 13.9%, and influenza! meningitis from 
98% to 11.97o· There have been too few cases of streptococcal menin-
gitis to warrant comment. These results are largely due to earlier diag-
nosis and adequate doses of chemotherapeutics or antibiotics. The usual 
method of treatment is as follows: 
1. We still use the continuous intravenous of 2j 3rd glucose to 
1j3rd normal saline. 
2. Sulfadiazine is given intravenously as Soludiazine in grs. i to ii 
per lb. per day for the first 24 or 48 hours, and then reduced to gr. i per 
lb. per day or 3/4 gr. per lb. per day. 
3. Intravenous use of penicillin in doses of 200,000 to 600,000 units 
daily andj or streptomycin intramuscularly in doses of 100,000 units every 
three hours. 
4. Lumbar puncture should be done as a diagnostic procedure and 
only done on other occasions if necessary for examining the spinal fluid 
for count, drug level and culture. 
5. Intrathecal penicillin is used in 10,000 to 25,000 units daily in 
pneumococcal, streptococcal, staphylococcal forms of meningitis, usually 
only in the first two or three days or longer if necessary. 
6. Streptomycin is used in 10,000 to 25,000 units intrathecally in 
influenza! meningitis, and this is only generally necessary for one, two, 
or three injections. These products used intrathecally must be crystalline 
pure. 
7. The removal or drainage of any and all foci of infection. 
8. Blood transfusions once or twice during the course of the illness. 
These advances in the treatment of infections have been one of the 
greatest triumphs in our attack on childhood disease in the last ten years. 
Tuberculosis and Antibiotics 
Streptomycin still remains the most outstanding drug in the treat-
ment of tuberculosis. It should still be used in all meningeal cases and 
most severe pulmonary cases. It is useless in uncomplicated primary cases 
or bone cases and should not be used as it renders the patients' organisms 
insensitive and so unresponsive should it be badly needed. It is definitely 
contraindicated in adenitis as it usually makes this worse. It should be 
given for 4 to 6 months depending on the progress of the disease. Half 
a gram twice a day intramuscularly is adequate. Continuation beyond 
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6 months is seldom advisable as by this time practically all the patient's 
organisms have become insensitive and no further benefit is obtainable. 
If meningitis is present, it is given intrathecally, 25,000 units daily at first, 
and later every second, third, or fourth day, and is to be continued three 
to four months. There is little to choose between streptomycin and 
dihydrostreptomycin. 
The other drugs used that are of most proven merit are the sulphones 
and paraminosulphacylic acid (P.A.S.) . Both these drugs are antibac-
teriocidal in themselves but their chief merit has been in inhibiting the 
rapid loss of sensitivity of the organisms to streptomycin. For this pur-
pose, they are best given from the first. 
The newest drugs used, the various compounds of isonicotinic acid, 
show considerable promise of value even if not the cure all the news-
papers of last spring promised. Their merit is not sufficiently established 
to warrant their use in meningeal cases to the exclusion of streptomycin. 
They are relatively non-toxic and cheap and the usual oral administration 
is painless. They may also be given intramuscularly when indicated. 
The duration of treatment is of interest to physicians. The drug 
therapy will require 3 to 6 months. To conserve the gains achieved, 
another 6 months will be needed to consolidate the gains. 
B.C.G. (Bacillus Calmette-Guerin) 
The two best methods of administering B.C.G. appear to be the 
intradermal method and the scratch vaccine method as advocated by 
Frappier. The latter seems productive of less reaction and has about the 
same conversion rate. 
In the intradermal method, a measured amount of B.C.G. is given 
intradermally. If Frappier's vaccine is used 1/ 10 cc. {1/ 50 mgm.) is 
injected in two areas of the upper arm about an inch apart. If Connaught 
laboratory vaccine is used, half this dose is given. 
Scratch vaccination is done with Frappier's material as recommended 
by him. Four scratches through the vaccine one centimetre long are made 
on the upper arm in infants, and six on the arm or back of older children. 
A plaget of cotton soaked in B.C.G. is left on the area for twenty .four 
hours. Alcohol and ether combined are used to cleanse the area. 
Diabetes in Oilldren 
Recently a new type of Protamine Insulin called NPH Insulin with 
time action intermediate between that of Protamine Zinc Insulin and 
Regular Insulin has been introduced. 
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This insulin gave promise of being able to control most diabetic 
children with a single injection daily. After a year and a half of trial, 
however, we do not think it gives as good control in most cases as the 
combined use of Protamine Zinc Insulin and Regular Insulin given in 
separate injections before breakfast. 
The discovery of insulin revolutionized the care of the diabetic child . 
It was inevitable that the exceedingly strict dietary regimen of pre-
insulin days was included as part of the earlier treatment. As knowledge 
progressed, diets were made more liberal until today a full, normal diet 
for age is employed with sufficient insulin to prevent glycosuria. In fact 
the pendulum has swung to the other extremes and many clinics advocate 
full diets for diabetic children. Relatively large amounts of glucose in 
the urine are tolerated as long as the child is free from acidosis, and does 
not develop symptoms, such as thirst and polyuria. This is evidently the 
easy way out since it calls fo r little attention to detail on the part of the 
physician and gives the child a greater degree of dietary and _social 
freedom. 
However, reports from numerous clinics now indicate that a large 
number of childhood diabetics are developing arteriosclerosis, coronary 
disease, hypertension, albuminuria and retinitis in their early thirties. 
In a group of 20 year diabetics examined at the Hospital for Sick Children 
recently by Dr. Chute: 
38% had retinal haemorrhages. 
38% had albuminuria. 
31% had hypertension (160/ 100 or over) . 
31 ro had x-ray evidence of arteriosclerosis. 
151'o had heart enlargement. 
The problem which now arises is whether these degenerative changes 
are due to inadequate control of carbohydrate metabolism or whether 
they are an associated but separate disorder. Experience teaches that 
whichever is the case poor diabetic control aggravates these degenerative 
phenomena. Hence we adhere to weighed diets and systematic urinalysis 
in an effort to insure as little deviation from the normal carbohydrate 
balance as possible. 
The real problem in maintaining the observance of dietary rules is 
psychological. To aid in this adjustment to the disease and to help main-
tain through knowledge and self-discipline the diabetic way of life, 
summer camps and diabetic classes have been formed. There is a real 
need for much greater effort in this regard. It is not enough to prescribe 
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a diet and insulin, for the physician must constantly teach, advise and, 
if possible, give direction to the life of his diabetic patient if he is to 
fulfil the hopes of those who gave insulin to the world 25 years ago. 
Nephritis in Children 
While much has been learned in recent years concerning the methods 
by which the kidney performs its functions and about its pathological 
derangements, the etiology of nephritis remains obscure. 
The prominent part played by infection, especially of the upper 
respiratory tract, is admitted by all. Chemotherapy and antibiotics have 
done much to control this aspect of the disease. 
Treatment is, however, largely symptomatic, though there has been 
some change in older methods due to new knowledge. Thus protein is 
no longer restricted, except in those acute cases which show marked 
nitrogen retention, and in chronic cases where the same condition is 
found . In the so-called nephrotic phase of the disease where large 
amounts of albumin are lost daily in the urine, it is now our practice to 
increase the protein intake up to the individual's tolerance in order to 
prevent the excessive wastage of body protein stores. 
Restriction of salt in the presence of oedema is still recognized as 
an important adjunct of therapy. 
In all cases of nephritis in children, especially where there is evidence 
of active urinary infection, it is well to conduct a complete urological 
examination by means of intravenous pyelograms and cystograms. The 
presence of congenital anomalies, which may be responsible for the 
kidney condition and which may be relieved by surgery, are only dis-
covered by this means. 
Kidney damage brought about by chemical poisons, especially the 
heavy metals, such as mercury bichloride, if treated early and energetically 
by means of British anti-lewisite, can be cured. 
In the nephrotic syndrome ACTH, and to a lesser extent Cortisone, 
have been useful largely in eliminating oedema, though a number have 
also been cleared of albuminuria as well. Approximately 801J'o of some 
40 cases treated at the Hospital for Sick Children have lost their oedema 
when given ACTH. Between 40 to socyo have become albumin free. It 
must be stated, however, that albumin and oedema are prone to recur 
even after such treatment, but some cases appear to be permanently 
.benefited . 
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Genitourinaly Disturbances 
These include enuresis, pyuria, haematuria and stones. 
(a) The main point of interest in regard to these conditions is that 
they should be thoroughly investigated. The investigation should in-
clude the usual kidney function tests, flat plate of abdomen, cysto-
gram, intravenous pyelogram, cystoscopic examination and retrograde 
pyelogram. 
(b) With reference to pyelitis there are 3 types: 
1. Newborn. 
2. Ascending. 
3. Secondary. 
1. The newborn type is a self limited disease and heals with giving 
extra fluids. It is seen more frequently in the male and is prob-
ably an infection via the umbilicus through the urachus. 
2. The ascending or diaper period type is seen almost entirely in girls. 
It is characterized by a high fever, prostration, etc. It clears up 
readily with fluids and sulfa compounds. Consequently, with the 
widespread use of sulfa drugs in children with high fever, this 
type of pyelitis has practically ceased to exist. Whereas, for-
merly, it was common to have 2 or 3 cases on the infant ward 
all the time, at the present time we have not seen one for many 
months. 
3. The secondary type is secondary to some anomaly or other disturb-
ance of the G.U. tract. This type requires thorough investigation 
and correction of the abnormality. It should be borne in mind 
· that 47o of post mortems at Hospital for Sick Children show 
G.U. malformations. 
Hyperthyroidism in Children 
Hyperthyroidism, though rare in children, is often severe. In the 
past it has had to be treated in many instances by surgery. Unfortunately, 
even an experienced surgeon may find it necessary to operate more than 
once in order to control the disease, or on the other hand he may find 
too much of the gland has been removed and the child has become 
myxoedematous. 
Because of the rapid growth and development which takes place in 
childhood the necessity for adequate thyroid function is abundantly appar-
ent, consequently every effort should be made to conserve this function. 
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The advent of thiouracil and propylthiouracil has provided a tool 
whereby hyperthyroidism can be controlled medically. However, these 
drugs are not without danger since they are prone to cause a marked 
leukopenia. In order to control the overactive thyroid and bring about 
a remission it may be necessary to carry on treatment for nine months 
or longer. During the whole of this time it is necessary to keep a most 
careful watch on the white blood count and treatment must be dis-
continued if leukopenia develops. This may necessitate a resort to surgery 
for the control of the hyperthyroidism. Surgery should not be attempted, 
however, until after a course of iodine has been given, for thiouracil 
causes enlargement of the gland, which becomes soft, friable and prone 
to bleed at operation. 
More recently still, encouraging reports have been made on the 
medical management of this disease by the use of radioactive iodine. 
The thyroid gland filters out iodine selectively, up to 80% or more of 
that ingested. Thus any radioactive iodine administered comes to lodge 
right in the individual thyroid cell. In other words, a high degree of 
selective radioactivity is produced within the organ which is the seat of 
the disease. By suitable dosage it has been possible to alleviate the symp-
toms of hyperthyroidism. However, overdosage, like excessive surgery, 
leads to myxoedema. Further study and greater availability of radio-
active materials will be necessary before radioactive iodine can be recom-
mended for general use. 
Blood Diseases 
(a) The usual examinations of the blood have been recently sup-
plemented with bone marrow studies. This has been a real advantage in the 
early recognition of certain conditions, such as leukaemia, aplastic 
anaemia and macrocytic anaemia. 
(b) In the treatment of hypochromic anaemias inorganic iron in the 
ferrous state has been found to be the effective portion. Many ferrous 
preparations when in solution readily become oxidized to the ferric form 
which is ineffective. The addition of dilute hypophosphorus acid % to 
1h min. to the drachm, will usually maintain the mixture in the ferrous 
state. This has been added to Syr. ferrous chloride and also to Mist. 
Ferrous Sulphate. 
(c) Mauocytic anaemia is not common m infancy and childhood. 
A few cases have been seen. These react readily to folic acid 5 mgm. 3 
times daily by mouth or by injection. 
(d) The splenohepatic syndrome, which includes such conditions as 
thrombosis of the splenic vein, Banti's disease, etc., has some new develop-
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ments. In the investigation for diagnosis of this condition an oesopho-
gram is of value. This is done by using a special mixture (Rugar) which 
gives a better outline to the oesophagus than the usual barium. Direct 
oesophagoscopy will also help in showing up the dilated veins and varices 
at the lower end of the oesophagus. The newest form of treatment is to 
remove the spleen and anastomose its splenic vein to the left renal 
vein. This type of treatment has not been used long enough to know 
whether the ultimate results will be beneficial, but it holds the most 
promise of any treatment so far devised. 
The removal of foci of infection is the most effective method for 
the treatment of purpura. There have been many recently suggested types 
of therapy for leukaemia and haemophilia - none yet have proved to 
be valuable. 
Allergy 
In the field of allergy considerable progress has been made in the 
diagnosis and management of cases of hay fever and perennial rhinitis. 
A general practitioner will frequently be called upon to examine children 
of two or younger to fourteen years of age who show a continual nasal 
discharge. The mother may state that the child has had frequent "summer 
colds" without fever which persist on into the fall and winter. On ex-
amination the nasal mucosa is swollen and secretes a clear, watery secre-
tion. And as so often happens, the mother is told that the condition will 
soon clear up and is given large bottles of nose drops. This is entirely 
wrong management of the case. These cases should be diagnosed as 
allergic rhinitis early, and then properly skin tested with all of the pollens, 
as well as the inhalant substances in the child's environment, such as 
feathers, house dust, animal hair, wool, etc. The positive reacting sub-
stances will then establish the correct diagnosis and the mother is given 
careful instructions to avoid them. Over 60% of these allergic rhinitis 
cases react to such things as house dust, tobacco, moulds, etc., as well as 
to pollens, and since these are not able to be avoided, the child must be 
treated, as in the cases of pure hay fever. 
Dr. John Ross has now established a new rapid method of desensi-
tizing such cases. An extract of the dust, ragweed, etc., is made up for 
each individual case according to the child's skin test sensitivities. This 
extract is dissolved in a viscous solution of polyvinyl alcohol, which 
greatly delays the absorption after injection. By this method he is able 
to reduce the number of treatment injections to 10 or 12, which is about 
one-half the number required with the previous extracts. The child will 
also reach a h.igh degree of immunity which can be maintained by monthly 
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injections. Early, accurate diagnosis and early treatment is the most im-
portant part of the management of these allergic childre~ . It should be 
emphasized that nasal allergy is usually mistaken for repeated colds. 
Eczema 
Infantile eczema cases continue to present a problem for the gen-
eral practitioner. They should properly be called atopic eczema because 
they are fundamentally allergic in nature and require allergic manage-
ment and treatment. If such an infant is over 6 months of age, the skin 
tests with various foods will usually give some clues as to the underlying 
food sensitivity. The most common foods causing atopic eczema are 
milk, wheat, egg and orange, occasionally cod liver oil. If the infant's 
skin reacts to any of these, they are eliminated from the diet. Barley or 
rice cereals may be fed, soybean preparations are given to replace milk. 
Ascorbic acid, 50 mgm. daily, will replace the orange juice, and viosterol 
will replace the cod liver oil. Care must be taken in adding eggs to the 
diet. Some cases result from contact with wool on the skin, and in these 
wool should be carefully avoided. 
The local treatment is important and in our experience ointments 
containing crude coal tar are found to be most effective in treating the 
infants. A special ointment has been devised containing crude tar, 5%, 
titanium dioxide, 7.57o, to dry the moist skin surface, Zepharin, 0.17o, 
which acts as a local antiseptic and prevents a secondary infection, and 
nupercain, 1 ro, which relieves the intense itching and prevents scratch-
ing. The other measures, such as restraint jackets and face masks, must 
also be used in the more severe cases. Pyribenzamine is also helpful in 
some of these cases. 
Cryptorchidism 
Improper descent of the testicle is present in about 157o of male 
infants under four months of age, but the descent is usually complete 
by the end of the first year. Persistence is variously estimated between 
1 7o and 3% . The etiololgy is unknown. Anatomical defects of the testicle 
or any part of the tract from the abdomen to the scrotum, may be the 
causative factor. Pituitary-gonadal dysfunction is probably the most im-
portant factor. The chief point in favour of this may be the fact that 
a large percentage of cryptorchidism spontaneously corrects itself at 
adolescence. 
Diagnosis: The testis is not in the scrotum. If it is in the inguinal 
canal and can be gently brought down to the scrotum, the condition is 
simply cremasteric overactivity. The perineum and the femoral area 
below the inguinal canal should always be examined for an aberrant 
testis. 
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Prognosis: 90ro of testes not descended at puberty are aspermato-
genic. If corrected before 10 years of age, wro are aspermatogenic. 
Treatment: 
(a) 
(b) 
Surgical: Should be done before the lOth year. It should be un-
dertaken immediately if there are symptoms of tortion of the 
spermatic cord. Congenital hernia accompanies a large proportion 
of persistent undescended testicle. This group should be operated 
on and not have endocrine therapy. 
Endocrine: The usefulness of this type of treatment is limited 
to well selected cases. If it is to be used, it should be attempted 
before the onset of pubescence. Unfavourable reactions are 
headache, fever, malaise, vomiting and abdominal pain, and 
these occur in 15¥2 to 25ro of patients. Premature aging may 
also occur. It should be remembered that the hormones used 
provide replacement or substitution therapy and in large doses 
may cause bilateral testicular atrophy. If there is no definite 
improvement with 4 weeks of treatment, or when 3,500 to 4,000 
rat units of Antuitrin S have been used, treatment should be 
discontinued. It should never be given in ectopic testes. 
Abdominal Pain 
One of the most common causes of abdominal pain, even in young 
children and in older children, is a so-called mechanical appendix which 
is not inflamed but only kinked or obstructed or bound down by ad-
hesions. This condition is much more common than is recognized. Over 
1,000 cases of this type of appendix have been operated on in the Sick 
Children's Hospital in the last few years without a death, and it is my 
considered opinion that it is far safer to remove a normal appendix than 
to run the· chance of one that ruptures, even in spite of the beneficial 
effect of chemotherapy and antibiotics following a peritonitis. There is 
always in the future the possibility of adhesions following such an in-
flammatory condition in the abdomen. This situation I have seen on a 
number of occasions. 
Certain families are prone to attacks of the so-called mechanical 
appendix. Dr. John MacDonald of our staff recalls one family of 8, 
including the parents, in which 5 members of the family had the appendix 
removed following repeated attacks. In 4 of these, the cause of the 
symptoms was found to be due to an obstruction at the base of the organ 
because of a retrocecal appendix that was sharply kinked at the site where 
it joined the cecum. 
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A typical history is that of a child who has had short attacks of 
recurrent abdominal pain for an extended period of time, either at daily, 
weekly or monthly or even longer intervals. the pain varies from a dull 
ache, a burning sensation, or a sense of fullness, to one of a sharp, stab-
bing character. The attacks may be very fleeting, but they have a marked 
tendency to recur, and at times there may be associated nausea or even 
vomiting. The recurrence of attacks, in spite of a well regulated diet 
and good hygiene, is of most important diagnostic significance. Children 
frequently stop in their play, turn a little white, have a slight generalized 
abdominal pain, which almost instantly ceases. These are the cases which 
are usually but incorrectly diagnosed as indigestion. The pain may come 
on during or from one-half to two hours or so following a meal, or the 
pains may have no relation whatsoever to meals. Not infrequently the 
child takes only a few mouthfuls of food and says "that he is full." 
Not infrequently, if in the case of a boy, the parent will notice him 
loosening his belt, or in the case of a girl that she complains that "her 
dress band is too tight." These are all most significant symptoms and 
if not especially inquired for will frequently not be mentioned. Pain is 
frequently brought out by exercise; its location at first is usually epigastric 
or umbilical, and only later occurring at the usual site. A bowel move-
ment, passage of gas, or vomiting may give prompt relief for the time 
being. With these symptoms there is frequently associated poor color, 
poor muscle tone, poor nutrition and defective posture. 
A careful abdominal examination, either at the time of actual pain 
or in the interval, will reveal a definite point of tenderness around the 
navel, often causing the child to complain of epigastric pain. There is 
no muscle rigidity. It is most essential to obtain the child's confidence 
and gently palpate the whole abdomen, watching the facial expression 
and the legs for any movement indicative of pain. When the tender spot 
is touched, the leg or legs will become flexed and the facial expression 
indicative of discomfort. The temperature, pulse, respiration and blood 
count are normal. A roentgen ray examination is quite useless. 
A second type is that found in a child who has been in apparently 
good health, but usually poor nutrition. He goes to bed, only to awake 
several hours later with sharp abdominal pain which causes him to double 
up. The pain is soon relieved and he sleeps again only to awaken a second 
time with a return of colic, and he frequently vomits. At first the pain 
is in the umbilical region, acute and spasmodic; later, it becomes less 
acute but more continuous, and becomes localized in the right lower 
quadrant. The temperature, pulse, respiration and blood are normal, but 
there is frequently an anxious expression. These attacks of colic may 
have numerous remissions. 
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There is a third type of mild acute appendicits, probably embolic, 
secondary to an infection from tonsillitis, colds, sinusitis, etc. The patient 
has malaise, nausea, a coated tongue, loss of appetite, and constipation, 
with a slight fever. There is a vague abdominal pain at the umbilicus 
which later becomes more or less localized to the right side. The patient 
may be in bed for a day or two, at the end of which time the symptoms 
gradually clear up. Deep iliac tenderness can be obtained, and if an 
operation is performed, oedema of the appendiceal wall is found. It is 
often these overlooked attacks which cause inflammatory reaction with 
subsequent fibrotic stricture of the appendix. 
There are numerous other combinations of symptoms, neither so 
definite nor so suggestive of chronic appendicits, but equally important 
to the child. A child who on automobile trips has nausea, or actively 
vomits, or who has had periodic attacks of vomiting, either repeated mild 
attacks often in the morning before breakfast, or severe ones with asso-
ciated acidosis, probably has a mechanically obstructed appendix. He 
may, however, never have had any abdominal pain. An examination of 
the abdomen at the time frequently discovers deep iliac tenderness and 
less often rigidity. These patients are treated as a rule for an imbalance 
of the sympathetic nervous system, causing reflex vomiting and spasticity 
of the colon, resulting in colicky pains and constipation. 
It is necessary to proceed with extreme caution and observe these 
patients for some time and to rule out any involvement of the genito-
urinary tract, but when by a process of elimination focal infections are 
excluded, one is justified in making a diagnosis of mechanical lesions in 
or around the appendix. Diagnoses are largely based on a history of long 
continued symptoms and by elimination rather than by actual physical 
findings. 
Neuro-Psychiatry 
Specialized centres are being developed for the treatment of children 
with cerebral palsy. Examples are Woodeden, outside of London, and 
the Junior League Clinic in Toronto. The purpose of these centres is to 
detect these children in the preschool years and to give suitable children 
early intensive treatment. The staffs of such centres include nursery 
schools specialists or teachers, physiotherapists who focus attention on 
standing and locomotion, occupational therapists who focus on the func-
tions of the hand, feeding, dressing, writing, etc., and speech therapists. 
Since these children and their parents have many emotional problems, 
these centres provide psychiatric guidance and usually have on their 
staffs social workers and psychologists who deal with the emotional 
aspects of the disease. 
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The fact should be stressed that not all children with cerebral palsy 
are suitable for such centres. Statistics would suggest that of every 7 
children with cerebral palsy, one dies from the lesion producing the-
palsy, two are definitely defective, one is not defective but is so severely 
handicapped that treatment is limited. Of the three children left, one 
has a minimal lesion and does not require specialized treatment, leaving 
the two children suitable for such a treatment centre. Briefly it means 
that these centres are able to provide care for somewhere between one-
third and one-half of the children with cerebral palsy. 
(;/utaf.nic Licid 
Unfortunately the public have learned a great deal about this through 
the "Readers' Digest," papers, etc. It has been used on a small series of 
cases, the results are not spectacular and the study is certainly in pre· 
mature stages. Because of the parents' requests we have tried out a fair 
number of defective children with glutamic acid, with apparently no 
benefit. Re-checked psychometrics in several older children showed no 
essential change. 
We feel that this is worth po~ting out because of the unfortunate 
publicity. 
Electro-encephalo gra1.n 
It might be said that this is a simple, painless procedure through 
which the electrical activities of the brain can be studied. At the present 
time interpretation of the electro-encephalogram is in the hands of a few 
individuals who are specialists in that work. Available information has 
led to several definite conclusions, but there still remains a great deal of 
work before the electro-encephalogram is completely understood. 
The clinical uses are chiefly in the convulsive states. It may be used 
as a diferential diagnosis between the convulsive and hysterical disturb-
ances. It may be used as a routine in treatment of children with con-
vulsions since the type of drug most suitable can often be determined 
from the electrical record. It is also being used in the study of behaviour 
problems in children, particularly the aggressive, anti-social child with 
episodic disturbances which produce changes in behaviour but do not 
produce clinical signs of convulsions. It is also being used in the diag-
nosis and location of brain tumours. 
Tridione 
It has proven more effective for petit mal and akinetic epilepsy than 
any other drug. In a number of cases the results are striking - prac-
tically 1/ 3 stop completely and 1/ 3 are greatly benefited. In our own 
hands we have seen a number of amazing results. The dosage is 5 gr. 
three times a day with meals, increasing up t9 six times a day. Infants 
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often tolerate a dose of 5 gr. twice a day and the preschool child can 
usually take it three times a day. The side effects are photophobia, gastro-
intestinal disturbances, skin rashes and occasionally drowsiness. There is 
usually a.little sedative effect with the drug. 
There are a number of new drugs, amongst which are Mysoline, 
Milontin, etc., that are being given a clinical trial and which appear to 
be a valuable addition to our armamentarium. In the past 10 to 15 years, 
the medical control of convulsions in children has shown a great improve-
ment and it is expected with the continued development of new products 
that this control will be improved. 
Subdural Haematomas 
Subdural haematomas are being found in a considerable variety of 
conditions in infancy, but we feel that one should perhaps discuss those 
conditions in which it is most commonly found. These would include 
children with a progressive enlargement of the head; children with con-
vulsions in infancy, often the tonic type with cyanosis; occasionally it is 
found in children with a spastic diplegia and in some rather marantic 
infants with severe feeding problems. 
The physical findings are usually an enlarged head, separated sutures 
and a tense fontanelle. In a number of cases retinal haemorrhages may 
be detected. Lumbar puncture often shows xanthro-chromatic fluid. 
Subdural taps establish the diagnosis and operation by a neuro-surgeon 
often provides a cure. 
Pneumo-Encephalography in Children 
Recent studies have shown that a number of infants, whose air 
· encephalograms showed heavy cortical markings and who were origi-
nally diagnosed as having cerebral atrophy, developed into normal in-
fants. In a series of 28 infants with pneumo-encephalograms - 5 showed 
normal development in spite of "abnormal cortical markings." No nor-
mal standards have, as yet, been determined for infants and it is felt that 
the normal markings in infancy are likely to be much broader and heavier 
than those of later life. It is felt that at the present stage of our knowl-
edge great care must be taken in interpreting these encephalograms. 
Much more reliance should be placed upon the history, clinical findings 
and estimates of intelligence than on the radiographic findings. The 
present indications for a pneumo-encephalogram in infants are to rule 
out space-occupying lesions and to determine the presence or absence 
of hydrocephalus. 
Parents who find it difficult to accept the diagnosis of mental re-
tardation on the basis of clinical and psychological examinations, are 
often able to accept it after investigation in hospital with pneumo-
encephalogram. 
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Anorexia 
One cannot conclude a talk of this nature without reference to the 
time-worn subject of "anorexia in children." Every practitioner is con-
fronted with this subject every day. 
In handling cases of this type, one should bea.r in mind the physio-
logical principles of appetite, the most important of which is the com-
plete emptying of the stomach, before hunger contractions occur. Babies 
and children are human beings and stated in another way, they do not 
come off an assembly line like automobiles - so that their appetites will 
vary. No child will starve in the sight of food; even the Chinese children 
(where there is little food) will eat twigs, dirt and acorns. 
The three most important points in managing children of this type, 
provided they are physically sound, are: 
First, eliminate all milk from their diet. 
Second, all eggs or egg foods. 
Third, all butter. 
These observations are undoubtedly a blow to public health officials 
and nutritionists, but the fact is they work and with no future harm to the 
child's progress. 
The subject of anorexia bas unfortunately changed very little since 
the late Joseph Brennemann of Chicago wrote in 1931 -
"Now anorexia is not an occasional occurrence, an isolated 
phenomenon in childhood; it is the rule in that in every stratum of society 
in which mothers are lying awake night planning a Gospel diet and the 
most effective way of administering it. The lowest estimate of its inci-
dence in private practice that I know of is 50% . A scientific survey in 
a university neighbourhood, and a p aediatrician with a large office prac-
tice in a prosperous suburb have placed it at 80 and 85% respectively. 
A prominent paediatrician recently said that he had "paid for his bouse 
with anorexia." 
"Every observing paediatrician knows these things to be true, and 
he also knows that they have nothing to do with hypochlorhydria, 
anaemia, tonsils, vitamin B or body build. Effect must not be confused 
with cause. The purely psychologic cause becomes evident when it is 
found that such anorexia occurs only in the home, and is cured rapidly 
and almost unfailingly when the child is sent to a ward in a hospital 
or to an orphan asylum, without any change in the food. 
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"The nutritional results of rebellion against forced feeding are still 
obvious on all sides, although there are encouraging signs of improve-
ment. That is not my chief concern at this time. The healthy child who 
will not eat is, ipso facto, a behaviour problem, numerically the greatest 
of all, and as a factor in the pathogenesis of further disturbances in be-
haviour probably second to none. One cannot fruitlessly nag, tease, 
cajole, wheedle, spoof, beg, scold, bribe, threaten, punish, force, weep 
or pretend to weep, or indulge in all kinds of monkey shines, from play-
ing the victrola, beating a drum, turning on the radio, singing a song, 
telling a story or showing a picture book to dancing a jig in order to get 
a child to eat - all actual stereotyped occurrences - without admitting 
failure and without losing nearly all of that wholesome spontaneous 
discipline that alone leads to a normal behaviour reaction. 
"Now, if propaganda so simple, concrete and tangibly physical can 
produce such a volume of abnormal behaviour, what may one expect 
from a lay interpretation of the profusion and confusion of psychia~ric 
literature, practice and exposition that is being poured out in ever in-
creasing amounts? Mothers are unquestionably becoming psychiatrically 
minded. If there were only one wholly sane, simple and satisfying book 
on the subject, it would be a Godsend. But when one new book or two 
or three appear each year, to say nothing of special magazines; when 
every newspaper and magazine has a columnist or two culling from one 
authority and then from another; when those parents who elect them-
selves to educate other parents meet in annual convention, with a galaxy 
of speakers that reminds one of the annual display of grand opera stars; 
when I.Q.'s and B.M.R.'s are being swapped at afternoon teas and bridge 
parties and sex is discussed as freely as tonsillitis or the 'flu'; when in 
a university neighbourhood people are flocking to be psychoanalyzed at 
so much per and plenty for God knows why by a psychoanalyst who 
differs in God knows what from both Freud and Jung; when the lyceum 
bureau bas at least one behaviorist; when the radio slips in a ten minute 
talk on 'mental health and how to maintain it', hemmed in on both sides 
by jazz; when, in other words, not simple, easily graspable, objective 
things such as weight and height are being dealt with, but intangible, 
·confusing and immeasurable psychic phenomena and propaganda, what 
will be the result of the lay mind that cannot either escape from it or 
incorporate it all usefully as applied to the individual child? If I am not 
mistaken, there will be more need in the near future for a restraining 
and refreshing common sense on the part of parents than there is even 
now." 
Taken from the "Menace of Psychiatry" by Joseph Brenneman, M.D., 
published in the American Journal of Disease of Children, March, 1931. 
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No one can live alone. We are each part of the other. Disease 
spreads; ideas spread; war spreads; and so do peace and happiness and 
good living. The big question we all face in this Twentieth Century is 
how we ourselves can join up with others and care for others, and how 
we can help our children do it, too. We need this for our self-preserva-
tion, and our children need it to reach the fullest satisfaction they can 
get as human beings. 
For us to help children grow up, for us to help them find them-
selves, for us to help them achieve success, we must ourselves keep grow-
ing. We must feel sure enough inside of ourselves - trusting enough -
so that we can feel glad about helping all children get what they need. 
Out of our good feelings can come children with healthy person-
alities. And out of such children can come a world of peace and good 
living for all. 
In conclusion, the following is a little poem by the late Sir Kingsley 
Wood, Minister of Health for Great Britain, in speaking to undergraduate 
medical students, in which he stated: • 
At twenty-three 
We were the people who knew -
Who could infallibly 
Distinguish false from true. 
At thirty-three 
Our confidence was shaken; 
It seemed that even we 
Might be mistaken. 
Yet, as uncertainly 
Towards the grave we go, 
It's good to think infallibility 
Survives - that there will always be 
New people of twenty-three 
Who KNOW they know. 
The author is indebted to the following of my colleagues for assistance in the 
preparation of this paper : 
Gladys Boyd 
A. L. Chute 
T. G. H. Drake 
J. Harvey Ebbs 
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W. A. Hawke 
John R. Ross 
L. N. Silverthorne 
C. E. Snelling 
F. R. Wilkinson 
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Here are some shortened histories of cases for diagnosis. Some are 
easy, othen· not so eas_y, but all are interesting 
and worth remembering. 
Male, 31 years 8. Coryza 
• 
Repeated fractures Slight fever 
Blue sclerotics. General malaise. 
Newborn 9. Nodules 
Vomiting Cafe au lait spots 
Distension Plexiform neuromata. 
Failure to pass feces. 
10. Acute febrile illness 
Anemia Severe pain in the back 
Jaundice Inability to flex the spine. 
Upper left quadrant mass 
Loss of deep reflexes Upper right quadrant pain. 11. 
Impaired accomodation and 
Urethritis pupillary reaction to light 
Conjunctivitis 
Arthritis. 12. Repeated fractures 
Blue sclerotics 
Newborn Deafness. 
Dyspneic 
Cyanotic. 13. Epileptiform seizures 
Cataracts 
Middle age person Trophic nail and hair changes. 
Severe chest pain 
Lack of pulsation in the legs. 14. Boy of eight years 
Limp 
Young person Pain in knee. 
Tortuous retinal arterioles 
Hypertension 15. B.P. of arm considerably 
Absent femoral pulse. higher than in the leg. 
For answers see Page 55. 
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Heat: 
Its Systemic Application 
Marion Dennis, B.A., '53 
T HE SYSTEMIC APPLICATION of heat may be defined as the exposure of the extremities and the trunk of the body to an en-
vironment whose temperature is greater than that of the body tempera-
ture. 
Certain physiological reactions occur in the body due to the applica-
tion of external heat. The severity of these changes is dependent upon 
the methods employed. These reactions limit the use of external heat 
in general practice, as most techniques should be carried out only in 
·hospital with constant nursing care. 
When external heat is applied to the body the cutaneous tempera-
ture is increased; the skin becomes pink as the capillaries dilate; profuse 
sweating occurs with the loss of large quantities of water, salt and urea; 
and the respiratory rate is increased and hyperventilation results in an 
excess loss of water and carbon dioxide from the lungs. 
The net result of these various reactions is that more acid than base 
is lost, leaving a relative excess of alkali in the blood and probably in 
the tissues. A systemic alkalosis then occurs and more alkali is excreted 
in the urine and in the sweat until the normal acid-base equilibrium is 
restored. However, a sustained alkalosis will lead to tetany, which is a 
dangerous complication of the therapeutic use of external heat. Other 
complications are muscle cramps, cerebral edema, dehydration, hemo-
concentration, and peripheral shock. 
Methods Employed: 
1. Hot, humid air cabinets (fever cabinets): The most commonly 
used hot humid air cabinet consists of a roomy, oblong box which con-
tains a comfortable bed and mattress. The head end of the bed extends 
beyond the cabinet and a sliding door with a sponge rubber groove to 
fit the neck is lowered in such a way that, with the exception of the 
head, the patient's entire body is within the cabinet. A fan forces heated 
air through apertures in the top of the cabinet, and the air passes down 
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over the patient to the lower part of the cabinet and over a heating 
chamber. The air is then recirculated. A fan forces cool air around the 
patient's head to increase his comfort. 
2. Conduction heat methods: Various types of electric blankets and 
specially designed "fever" bags have been used to induce fever. This 
method is less expensive than that employing the fever cabinet, but has 
the great disadvantage in the discomfort given to the patient by the 
close confinement of the blanket. 
3. Hydrotherapeutic methods: 
(a) Hot tub baths are a simple, readily available and effective method 
for applying external heat either at home or in hospital. The water should 
be maintained between 98 to 105° F. and the treatment should last for ten 
to forty-five minutes, depending upon the patient's tolerance. Con-
tinuous full baths are applied by placing the patient on a specially con-
structed canvas hammock in a large tub. Water is allowed to flow into 
the tub continually, with the temperature being maintained at 94 to 98° F. 
(b) Hot Sitz baths are well named, as the patient sits in the water 
with only the hips, genitals and pelvis immersed. The remainder of the 
body is wrapped with a warm blanket. During the treatment period of 
up to sixty minutes the patient's head should be covered with a cool 
towel. The temperature of the bath should range from 98° to 110° F. 
The effect of the Sitz bath is to increase the pelvic and abdominal circu-
lation and to cause the relaxation of the muscles. 
(c) The_ wet pack is a technique in which the patient 1s quickly 
wrapped with wet sheets or blankets. The water in which the sheets 
have been soaked should be 60° to 70° F. The sheets are quickly wrung 
out and wrapped around the patient. The first effect of the full wet 
pack is to produce, when the skin first comes into contact with the cold 
wet sheet, a constriction of the peripheral blood vessels and an increase 
in the respiratory rate. Within one to five minutes the cutaneous blood 
vessels dilate and the patient becomes warm and begins to perspire pro-
fusely. The patient usually becomes increasingly warm as the treatment 
is continued and there is a pronounced sedative effect. 
(d) Hot or cold showers, in addition to their cleansing action, are 
useful as a stimulant. Contrast showers, that is, when cold water comes 
out of one shower head and hot water out of the other shower head, 
enhance the stimulating effect. 
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Indications: 
Syphilis of the nervous system and degenerative arthritis may be 
indications for the use of fever therapy. The manic phase of manic 
depressive psychosis, acute exacerbation of chronic atrophic arthritis, 
fibrositis, myositis and some skin diseases may be indications for a full 
hot tub bath. The Sitz bath is advised for patients with dysmennorrhea, 
prostatitis, tenesmus, ureteral colic, pelvic inflammations, gluteal fibro-
sitis, and hemorrhoids. 
Contraindications: 
In general it may be said that any contraindication to major surgical 
procedures is likewise a contraindication to fever therapy. Hot baths 
are not to be used in the presence of marked hypertension, arterio-
sclerosis, advanced debility, aneurysm, functional neuroses, or any con-
dition in which there is a tendency towa.rd hemorrhage. Continuous 
baths are contraindicated in advanced cardiac disease, hypotension, and 
asthenia. Contrast baths should not be used if the patient suffers from 
hypertension, cardiac disease or nervous disorders. Wet packs should 
be used only when the patient is constitutionally strong. Hot Sitz baths 
should not be administered during pregnancy or during the menstrual 
period. 
In conclusion it may be said that the systemic application of heat 
may have a sedative effect, a stimulant action, a diaphoretic action; it 
may relieve muscle and arthritic pain; and as a hypnotic, the wet pack 
has no superior. 
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Rhyme without Reason: 
THE ABC OF VITAMINS 
A 
Oh fine and fat was Ralph the rat, 
And his eye was a clear cold grey. 
How mournful that he ate less fat 
As day succeeded day. 
Till he found each cornea daily hornier, 
Lacking its vitamin A. 
"I missed my vitamin A, my dears", 
That rat was heard to say. 
"And you'll find your eyes will keratinize 
If you miss-your vitamin A" . 
B 
Now polished rice is extremely nice 
At a high suburban tea, 
But Arbuthnot Lane remarks with pain 
That it lacks all vitamin B, 
And beri-beri is very, very 
Hard on the nerves, says he. 
"Oh take your vitamin B, my dears!" 
I heard that surgeon say; 
"If I hadn't been fed on standard bread 
I shouldn't be here today". 
c 
The scurvy flew through the schooner's crew 
As they sailed on an Arctic sea. 
They were far from land and their food was canned, 
So they got no vitamin C. 
For "Devil's the use of orange juice", 
The skipper 'ad said, said he. 
They were victualled with pickled pork, my dears, 
Those mariners bold and free, 
Yet life's but brief on the best corned beef, 
If you don't get vitamin C. 
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6. 
7. 
D 
The epiphyses of Jemima's knees 
Were a truly appalling sight; 
For the rickets strikes whom it jolly well likes, 
If the vitamin D's not right 
Though its plots we foil with our cod liver oil 
Or our ultraviolet light. 
So swallow your cod liver oil~ my dears, 
And big bonny babes you'll be. 
Though it makes you sick it's a cure for the rickets 
And teeming with Vitamin D. 
E 
Now Vitamins D, and A, B, C, 
Will ensure that you're happy and strong; 
But that's no use; you must reproduce 
Or the race won't last for long. 
So vitamin E is the stuff for me, 
And its praises end my song. 
We'll double the birth rate yet, my dears, 
If we all eat vitamin E. 
We can blast the hopes of Maria Stopes 
By taking it with our tea. 
-St. Bartholomew's Hospital Journal. 
DIAGNOSTINAIRE 
Now add up your score. 
Fragilitas ossium. 8. Common cold. 
Imperforate anus. 9. Von Recklinghausen' s Disease 
Pigmented choliliathiasis in 
(multiple neurofibromatosis). 
congenital hemolytic jaundice. 10. Acute epidural suppurtation. 
Reiter's Syndrome. 11. Adie's Syndrome in Diabetes. 
Congenital diaphragmatic 12. Adair-Dighton Syndrome. 
hernia. 13. Hypoparathyroidism (chronic). 
Dissecting aneurysm. 14. Legg Calve Perthes disease. 
Co-arctation of the aorta. 15. Co-arctation of aorta. 
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Case Reports: 
BRONOIOGENIC CARCINOMA 
Mr. M., a 73-year-old white male, was admitted to hospital on 
July 16, 1952, in no acute distress. He complained of anore~a and weakness 
for the past few weeks, recurrent headache and dizziness for the past 
week, and frequent nausea and vomiting for three days prior to admission. 
A known diabetic for 15 years controlled by diet alone, he had previously 
been admitted on June 22, 1952, for treatment of a mildly elevated blood 
sugar and discharged three days later. 
His past history revealed nothing applicable to his present problems. 
Physical examination at admission showed no abnormalities of the head 
and neck. His chest was dear, although the heart was percussed slightly 
to the left, and a grade II systolic murmur with no palpable thrill trans-
mitted to the left axilla was heard at the apex. There was no abdominal 
tenderness or palpable mass externally or per rectum. His extremities 
were normal, and neurological examination showed nothing significant. 
His blood pressure was 140/ 90, and pulse 70. His vomitus was brownish 
and not feculant. A complete hemogram showed a negative Wassermann 
and all values within normal limits. His urine was negative, and his 
stool, although presenting no gross evidence was positive for occult 
blood. 
At this time intestinal obstruction was considered, and as he was a 
good operative risk an exploratory laparatomy was performed on July 19, 
which revealed nothing save a few non-contributory adhesions. He toler-
ated the operation well, but post-operatively he continued to vomit, and 
became progressively weaker. He cerebrated slowly and was very drowsy. 
His headaches continued with no demonstrable padilledema. Cerebellar 
malfunction was observed, manifested by an intention tremor in the 
right hand in the finger-to-nose test, and when he stood unsupported 
with his eyes shut, he fell to the right. His sputum became productive 
with moderate blood streaking. As a result of the above findings his· 
sputum was examined and his chest x-rayed. A barium swallow with 
fluorscopy was also performed. The sputum was negative for cancer 
cells. The x-ray showed an opacity in the medial right lower lobe, but 
the barium swallow showed nothing. 
At this time a provisional diagnosis of primary bronchogenic 
carcinoma with metastases to the brain (cerebellum) was made. 
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Mr. M. followed a progressive downhill course, and succumbed on 
September 2, 1952, terminal bronchopneumonia being the accelerating factor. 
An autopsy was performed; the significant findings were as follows: 
A grade II bronchogenic squamous cell carcinoma with metastases to left 
lung, kidneys, right adrenal and cerebellum. Acute esophageal ulcers were 
present, as well as the characteristic pathological picture of diabetes 
mellitus. 
The metastatic ramifications of this case of bronchogenic carcinoma 
was typical. 
-D. HoRNE, '54. 
INVERSION OF THE UTERUS 
Mrs. X was admitted to St. Joseph's Hospital, London, for delivery 
on September 28, 1952. She was twenty-four years of age, para none, 
gravida one. Her last menstrual period was December 14, 1951, quicken-
ing date April16, 1952, and expected date of delivery September 21, 1952. 
Except for nausea and vomiting during the first three months, her preg-
nancy was uncomplicated. On admission she complained of a slight head 
cold. Pains on admission were ten minutes apart and she had some 
bloody vaginal excretion. 
Physical examination revealed the fundus three fingers below the 
xyphoid process. The breach was at the fundus, the back on the right, 
small parts on the left, and the head engaged in the R.O.A. position. 
External pelvic measurements were normal. Foetal heart rate was 140 
per minute, heard to the right of the midline, three fingers below the 
umbilicus. The patient was a well developed woman, presenting no 
abnormalities on system examinations. Blood pressure was 130/ 80. 
Labor began at twelve p.m. September 27, and the first stage ended 
at ten forty-five a.m. The second stage ended at eleven-five a.m., the 
third stage at eleven-ten. A right mediolateral episiotomy was .performed 
and low forceps applied to deliver a seven-pound boy. Open ether 
anesthetic was used. One cc. of pitocin was given intramuscularly after 
birth of the foetus , and one ampoule of ergotrate after delivery of the 
placenta. The episiotomy was sutured with 00 chromic catgut. 
At eleven-twenty complete inversion of the uterus was diagnosed. 
The patient suffered deep shock, with cold, clammy skin; rapid, thready 
pulse; and low blood pressure. Fiv.e hundred ccc. of whole citrated blood 
were administered and the vagina packed with sterile gauze to prevent 
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hemorrhage. Shock therapy was continued over a period of eight hours 
and in_cluded administration of six pints of citrated blood followed by 
five hundred cc. by direct transfusion, and a total of fifteen hundred 
cc. of saline, 5ro glucose, and distilled water. The patient was kept 
warm, in the shock position. Oxygen was administered periodically for 
a total of three hours. Morphine, gr. 1j6, was administered for pain. 
At eight p.m. September 28, the patient was moved to the delivery 
room. Her blood pressure (systolic) was 80 mm. Hg. Cyclopropane 
and oxygen were used for anesthesia. Fifty percent reversion was pro-
duced by the O'Sullivan method, and the complete replacement effected 
manually. The uterus was packed with gauze soaked in Dettol cream, 
massaged, and the patient returned to her room. 
The p_acking was removed after twenty-four hours and the patient 
showed steady improvement. In spite of prophylactic dicrysticin, on the 
third day she developed chills and her temperature rose to 102° F. 
Sulfadiazine was substituted, and over the next two days her temperature 
returned to normal. In addition to routine postpartum care, five hundred 
ccs. of blood were given every third day. The patient returned to health, 
and her blood pressure rose to 115/ 80. She was discharged on 
October 7, 1952. 
-R. DoUGALL, '53. 
H. ScHILLER, '53. 
PORTAL CIRRHOSIS WITH HEPATIC COMA 
Mrs. S., a 71-year-old white woman, was admitted to the medical 
service at Victoria Hospital on November 8, 1952, in a deeply comatose 
condition. She could not be aroused by any painful stimuli. 
Physical examination on admission revealed a comatose, white female 
with all extremities seemingly paralyzed. Her pulse was 96jmin.; respira-
tions 20jmin.; blood pressure 160j60; and her temperature was 98.6. 
Swelling of the left ankle and left hand and distended neck veins were 
apparent. Neu~ological examination showed symmetrically equal hyper-
active tendon jerks in all extremities and bilateral extensor plantar re-
sponses. The heart was enlarged to the left and a Grade II apical systolic 
murmur was noted. The chest was resonant and crepitations were heard 
in the bases of both lungs. Abdominal examination revealed the presence 
of ascites, and after a paracentesis was carried out a palpable liver and 
spleen were noted. 
58 U.W.O. MEDICAL JOURNAL 
Laboratory findings on admission revealed a NPN of 45 mg.%; a blood 
sugar of 119 mg.«fo; a hemoglobin value of 80% ; and a spinal fluid ex-
amination showed normal dynamics and normal values for the constituents 
commonly tested. 
Past history revealed that this patient had been treated for pernicious 
anemia with liver extract in 1936, but discontinued the liver therapy in 
1939 only to have it resumed in 1947. In 1950 the patient was admitted 
to an outside hospital with complaints of weakness, weight loss, ankle 
edema and jaundice. An enlarged heart, a systolic murmur and enlarged 
liver and spleen were noted. She became jaundiced and an icteric index 
of 18 and + + cephalin-cholesterol flocculation test were demonstrated. 
The patient improved and was discharged with no definite diagnosis 
having been made. 
Two years later, in April 1952, the patient was seen by her doctor, 
at which time she complained of indigestion and distension. On physical 
examination ascites and swollen ankles were noted, her blood pressure 
was 160/ 80. The patient was felt to be in congestive heart failure and 
for this reason thiomerin and ammonium chloride were administered. 
In September 1952, the patient fell out of bed and was unconscious 
for five days. After recovery, radiographic studies of the skull revealed 
no abnormalities. At that time an enlarged liver and spleen were noted. 
After that time the patient showed mental and physical deterioration. 
She had eight or nine short-lived attacks of unconsciousness. Because 
of recurrent" ascites her doctor performed a paracentesis on ten occasions. 
Ten days prior to her admission to Victoria Hospital she became semi-
comatose, eating little and not speaking. The day before admission she 
lapsed into unconsciousness. 
During her hospital stay she regained movement of her limbs and dur-
ing one interval appeared less comatose and her plantar reflexes became 
flexor. The day after admission the patient's edema progressed from 
her left arm and leg to involve the right arm, neck and face. Her eyelids 
were very edematous and her eyes showed severe chemosis. 
The patient had oliguria during her entire hospitalization. She re-
ceived thiomerin and ammonium chloride, ACTH, vitamin therapy 
(thiamine chloride, ascorbic acid, nicotinic acid), high protein tube feed-
ings and intravenous 5«fo glucose in distilled water with little alteration 
in her condition. 
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The patient developed repiratory difficulty and a tracheotomy was 
carried out in the hope of giving her a clear respiratory passage. How-
ever, she remained in a shocked state after the operation; became deeply 
cyanosed; and died on November 12, five days after admission to the 
hospital. 
Since the patient entered hospital in a deeply comatose condition, 
no history could be taken and she was considered a case of cerebro-
vascular accident. The subsequent development of edema increased the 
problem of diagnosis, but when her previous history became known a 
diagnosis of portal cirrhosis with hepatic coma was entertained. Labora-
tory tests showed + + + + cephalin-cholesterol flocculation test; total 
plasma proteins of 5.1% with albumin 1.7%, globulin 3.2%, and an 
AG ratio of 0.5 to 1. 
Post Mortem findings were portal cirrhosis, ascites, pleural effusions 
anasarca, pulmonary atelectasis and hemorrhages into the bowels. 
-W. 0. 0NERHEIM, '53. 
---Editorial------------------
Although the series of cases mentioned in the paper is small and 
may not be statistically significant, the Editors welcome it as an indication 
that students are taking an interest in practical and important matters. 
The paper's contentions are supported by other and more experienced 
workers, and these are referred to by the author in his paper. 
This subject is controversial, and the problem of the promiscuous 
use of antibiotics is so important that the Editors believe the two papers 
will stimulate discussion among students and between students and their 
friends who have graduated and who have had personal experiences with 
the subjects in question. 
The Journal welcomes letters or manuscripts dealing further with 
these two subjects. 
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Books in Review: 
RUPTURES OF THE ROTATOR CUFF 
H. F. Moseley, C. C. Thomas, Sp,ingfield, Illinois, 1952. 
(Pp. 90, 13 plates, 21 figu,es.) 
This small volume, by the Assistant Professor of Surgery at McGill 
University, is an attempt to formulate objective methods for the evalua-
tion of shoulder function and to assist in the critical analysis of various 
forms of treatment. 
A short historical background is given, and a section on the anatomi-
cal considerations involved in the region of the glenohumeral joint and 
the rotator cuff. Many fine illustrations have been prepared by Helen 
MacArthur. Some detail is spent on the function of the rotator cuff. 
A clinical picture follows with typical cases and diagnosis. 
The final sections of the monograph deal exclusively with operative 
procedures and treatment. Here again the illustrations assist in portray-
ing the procedures in surgery. The book concludes with results of opera-
tive treatment and records from the authors' experience. Some twenty 
acute ruptures are recorded in table form, and also entire case records 
of twenty-seven acute and chronk ruptures of the rotator cuff are given. 
-TED HoLLAND, '56. 
ETERNAL EVE 
Ha'fvey G'faham, Doubleday and Company, Inc., Ga,den City, N.Y., 1951. 
Harvey Graham is the pseudonym of an eminent British surgeon. 
He is the editor of a medical journal and the author of the popular 
"The Story of Surgery". 
In "Eternal Eve" Dr. Graham gives an account of the history of 
obstetrics and gynecology beginning with the ancient legends and cus-
toms of the Egyptians, Greeks, and Romans, and carrying the story down 
to the present day to discuss such phenomena as the Rh Factor and the 
effects of atom-bombing on pregnancy. The pages are filled with ex-
cellently written accounts of exciting and vital medical discoveries along 
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with the odd, funny, and even incredible fallacies and clinical detours 
that helped bring obstetrics and gynecology to its present status. 
This book can be summed up as highly entertaining as well as very 
informative, for as Dr: Graham says in his preface, "The reader should 
be an ordinary man or woman, a group that includes doctors and medical 
students, for this is essentially a story book". 
-JOHN IRVINE, '55. 
A TEXTBOOK OF EVOLUTION 
Edward 0. Dodson. W. B. Saundersr Co. 1952. (Pp. 395. Illustrated.) 
The author reviews the main outlines of the concept of organic 
evolution as modern scientists have developed it and the reasons which 
have led them to this viewpoint. 
DOdson divides his book into five sections, viz.: 
Definition of evolution: This section is a discussion of Darwin's con-
cepts and the evidences for evolution, viz.: biography, taxonomy, com-
parative anatomy and physiology, embryology, comparative serology, 
enzymes, hormones, paleontology and genetics. 
Phylogeny: Dodson discusses the main lines of evolution among plants 
and animals, more specifically the phylum Chordata and the primates. 
Most interesting is the theory concerning autocatalytic enzymes and their 
relation to genes. For the historians, a short chapter on the development 
of evolutionary thought is included. 
Origin of variation: (Descent with modification). The author dis-
cusses gene and chromosomal mutations. There is included a couple of 
paragraphs on the experimental production of mutations. 
Origin of species: (or origin of discontinuity). Chapters in this section 
include natural selection, continuous and discontinuous variation, poly-
ploidy, distribution of species. 
Retrospect and Prospect: Dodson ends the book with a short note con-
cerning the future of man. "Mankind is burdened with the care of the 
unfit, and their genes, which would be eliminated by natural selection 
in any other species, are perpetuated." Is biological disaster inevitable? 
-G. HOWARD THOMPSON, '54. 
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Abstracts: 
THE SURGERY OF PEPI'IC 
ULCERATION 
SIR HENEAGE OGn.VJE, K.B.E., D.M., 
M.Ch., F.R.C.S. 
British Medical Journal, August, 1952. 
In Great Britain, one in ten adults 
have ulcers, usually in the hard-work-
ing, conscientious members of the com-
munity. The disease makes the lives 
of those afflicted miserable and ineffi-
cient. Peptic ulcer must therefore have 
satisfactory and simple treatment. Medi-
cal treatment is first choice as there is 
no mortality. There is, however, a 
trend toward treatment by surgery, as 
the medical treatment is not too satis-
factory, and surgical treatment is be-
coming more satisfactory and safer. 
Statistics quoted by the author show 
that medical treatment has a lower 
primary mort.ality, but the late results 
are disappointing (56% unsatisfactory 
in 10 years as compared to 34% satis-
factory) ; whereas surgery has a higher 
hospital mortality (by 6%) but late 
results showed that 70% of cases were 
satisfactory in 10 years as compared to 
20% unsatisfactory. 
The treatment outlined (1) for duo-
denal ulcer was primarily to treat the 
patient, and incidentally treat the lesion; 
and (2) for gastric ulcer, medical treat-
ment should be tried until it is seen that 
a medical regime will not succeed, or 
when there is a reason to doubt the 
benignity of the stenosis, major hem-
orrhage especially of patients older than 
50 years, loss of earning-power and 
weight, and suspicion of malignancy. 
Surgery has three aims: to (1) remove 
the ulcer, (2) overcome the effects 
the ulcer has produced, and (3) re-
move the likelihood of further ulcer 
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action by removing the source of the 
HCI. There have been three opera-
tions designed to accomplish these: 
(1) short circuiting operations which are 
shown to be wrong in principle and only 
have a place in inoperable obstructive 
carcinoma of the stomach. (2) Vagotomy 
-these are wrong in principle and have 
no place in modem peptic ulcer treat-
ment. (3) Partial gastrectomy is shown 
to be the surgical treatment of choice 
by lowering acid secretion and restrict-
ing acid secretion to when a meal is 
in the stomach. The types of gastrec-
tomies are discussed and the complica-
tion of the dumping syndrome is shown 
to be due to controllable causes. 
-J. R. NICHOLSON, '53. 
.ADOLESCENI' DRUG ADDICTION 
J. M. TooLAN, P.~EUN~AND 
s. B. WORTIS 
New York State Journal of Medicine, 
52: 72-74, January, 1952. 
During the first 7 months of 1951, 
260 boys and girls, aged 14 to 20, were 
treated in the Psychiatric Division of 
Bellevue Hospital, New York, for 
heroin or morphine addiction; 190 of 
them were coloured. In 1950 there 
were 11 such cases, in 1949 one, and 
between 1940 and 1948 none in pa-
tients under the age of 21. An inten-
sive study is here reported of 36 con-
secutive admissions to the boys' ward; 
all the patients were from the Harlem 
area and all but 2 were of Negro or 
Puerto Rican descent. The average 
period of addiction was 6 to 8 months, 
with a range of 1 to 24 months. The 
authors observed no serious withdrawal 
symptoms, and many boys had no ill-
effects. Others complained of slight 
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restlessness, increased perspiration, lac-
rimation, rhinorrhoea,, tachycardia, and 
insomnia, for which about 20% re-
quired small doses of barbiturates. 
None required specific replacement 
therapy, and the symptoms did not per-
sist longer than 48 hours. However, 
3 patients, all over 18 years old, devel-
oped hepatitis, and one died, necropsy 
revealing acute atrophy of the liver. 
The authors state that "curiosity and 
the strong desire for group status are 
the maio motives behind their experi· 
mentation with the drug." Details are 
given of the usual routes of administra· 
tioo and of the subjective experiences 
described by the boys. Compared with 
a control group matched for age, race, 
and economic background, the addicts 
showed several common features of 
personality: They were non-aggressive 
and passive in their social behaviour; 
object relationships were weak, super-
ficial, and teoative except with the 
mother, where they were close and 
emphatic; and all lived a rich fantasy 
life of a grandiose nature, which was 
associated with actual feelings of in· 
feriority and inadequacy. Under the 
influence of drugs they became with-
drawn, renouncing their friends and 
social, scholastic, and athletic interests. 
The intellectual levels of the addicts 
ranged from borderline to high aver-
age, correspoodiiog closely with the 
general population of the ward, but all 
did badly in educational tests. 
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The authors do not believe that all 
adolescents with these traits will be-
come addicts, except under pressure of 
a complex of economic and social fac-
tors. They consider that the problem 
of drug addiction among adolescents 
differs from that of adult addiction, 
and that the boys are neither incor-
rigible delinquents nor psychopaths, 
only to be handled by repressive means, 
nor severe psychoneurotic cripples re-
quiring long and intensive therapy. 
They are suffering from neurotic char-
acter disorders and in normal circum-
stances would have made adequate 
adjustments: they do not consider them-
selves ill and have no motivation for 
psycho-therapy. On the other hand, 
heroin addiction with its attendant SO· 
cial withdrawal during the period of 
adolescent adjustment may have crip-
pling effects on personality. Measures 
recommended by the authors include: 
strenuous police action against illegal 
sale of narcotics; education campaigns 
amongst adolescents and those respon-
sible for them, stressing the seriousness 
of the problem, expanded psychiatric 
facilities ; and the use of existing insti-
tutions for delinquent and maladjusted 
adolescents at rehabilitation centres 
rather than prolonged hospitalization 
or the creation of special institutions. 
-JOHN c. KENNA. 
Abstracts of World Medicine, 
12: 174-174, August. 1952. 
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Alumni News 
E. Crispin, B.A., '55 
e Dr. Howard C. Malloy, '27 is the author of a recently published 
monograph ttCJinicaJ and Roentgenologic Evaluation of the Pelvis in Ob-
stetrics'' . Dr. Malloy is at present associated with the Department of 
Obstetrics and Gynecology, Columbia University College of Physicians 
and Surgeons, New York City. 
• Recently Colonel Kenneth A. Hunter, '30 has been appointed 
Director-General of the Royal Canadian Army Medical Corps and has 
been promoted to the rank of brigadier. He succeeds Brigadier W. L. 
Coke, '28 who will retire after 29 years of distinguished service with the 
army medical corps. Colonel Hunter is a Londoner and a former 
Mustang. During World War II, he served in Sicily, Italy and North-
west Europe and was mentioned in despatches during the Dieppe raid. 
In June, 1951 Colonel Hunter was appointed deputy to Brigadier Coke. 
Brigadier Coke joined the R.C.A.M.C. immediately after graduation 
and during the war served in various European theatres of operation 
and following the war was appointed Director-General of the 
R.C.A.M.C. 
e Four members of the Faculty of Medicine have recently been 
honoured with travelling and research fellowships under the R. Samuel 
McLaughlin Foundation. The pur:pose of the Foundation is to improve 
the treatment of the sick, by allowing post-graduate students to train 
wherever new and important work is being done and also to encourage 
clinical research by these students. 
Dr. Earl R. Plunkett, '46, Department of Obstetrics and Gynecology, 
will spend one year in the study of clinical endocrinology at Duke 
University, Durham, North Carolina. 
Dr. M. P. Wearing, '42, Department of Obstetrics and Gynecology, 
will undertake clinical study at Ann Arbor, Michigan. 
Dr. C. G. Drake, '44, Department of Surgery, will study the effect 
of Cobalt 60 radiation on the brain with the Department of Radio-
therapy at Western. 
Dr. R. E. Greenway, Department of Otolaryngology, will spend a 
year of research in vasomotor rhinitis at the Department of Bio-
physics at Western. · 
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e Under grants issued by the John and Mary R. Markle Foundation 
two Western medical graduates will be able to undertake basic research. 
The purpose of this Foundation is to improve medical research and 
education by assisting young teachers and investigators by providing 
academic security and financial assistance. The Foundation sets aside 
$30,000 to be used over a 5 year period and the grant is paid at the rate 
of 6,000 a year. The grants were awarded to: 
Dr. A. Cameron Wallace, '48, the former Jane Coffin Childs Fel-
low in Pathology and Instructor in Pathology at the Yale Univer-
sity School of Medicine, who recently returned to Western as 
lecturer in the Department of Medical Research. Dr. Wallace will 
undertake transplantation studies of tumours in vivo and in vitro with 
reference to metastases and heterologous transplantability. 
Dr. J. D. Hatcher, '46, a former Instructor in Medicine at Boston 
University is presently Assistant Professor of Physiology at Queen's 
University, Kingston, Ontario. 
• Dr. J. Stewart Lott, '46, who recently returned from two years post-
graduate study under Dr. Ralston Patterson at the Holt Radium Insti-
tute, Manchester, England, has been appointed Director of the Cobalt 
Bomb Therapy Unit at Victoria Hospital, London and Instructor in the 
Department of Radiology. He succeeds Dr. Frank Batley who is presently 
associated with the Hamilton Cancer Clinic. 
• Last fall, Dr. Fred C. Heagy, '43, returned to Western as Assistant 
Professor of Biochemistry and Lecturer in The Department of Bacterio-
logy and Immunology. Dr. Heagy had spent the previous two years at 
the University of Glasgow under the Neufield Fellowship studying the 
biochemistry of the nucleic acids. 
• Dr. George H. Stevenson recently retired from the posts of Profes-
sor of Psychiatry at Western and Superintendent of the Ontario 
Hospital, London. He will visit psychiatric and medical centres in 
Europe and later will teach in England at the University of Birmingham 
for a short period. Dr. Stevenson is past president of the American 
Psychiatric Association, a former member of its Council, Fellow of the 
Royal Society of Canada and a Director of the American Board of 
Psychiatry and Neurology. He is also the co-author of "Personality 
and Its Deviations". 
• Dr. G. E. Hobbs has recently been appointed Professor of the com-
bined Departments of Psychiatry and Clinical Preventive Medicine. Dr. 
Hobbs is presently Assistant Dean of the Faculty of Medicine and the 
Michael Francis Fallon Memorial Professor of Clinical Preventive 
Medicine. 
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e It is rare for a medical faculty to have on its staff a husband and 
wife team, but Western is indeed privileged to have such a winning 
combination in Drs. Robert and Carol W. Buck. 
Dr. RObert Buck, '47, after spending two years with the Department of 
Morbid Anatomy at the University College Hospital and University of 
London Medical School working in experimental pathology and anatomy 
has now returned to Western. Dr. Buck has been appointed as the 
Senior Research Assistant in Anatomy and has been granted a Bickell 
Fellowship for one year. 
Dr. Carol W. Buck, '47 has been appointed Assistant Professor of 
Clinical Preventive Medicine. Dr. C. W. Buck received her Diploma of 
Public Health at the London School of Hygiene and Tropical M~dicine 
and also spent one year at the Department of Medical Statistics at the 
same institute. 
J,. M..,,,,,, ... 
Dr. Charles F. Riley, '10 died on September 29, 1952. Dr. Riley did 
post·graduate work in surgery in St .Lukes Hospital in New York and in 
Edinburgh, Scotland. He returned to practice in Toronto and was on 
staff at St. Michael's Hospital for several years. At the time of his death, 
Dr. Riley was associated with St. Mary's Hospital and the House of 
Providence, London. 
Dr. Arnold Bernstein died recently at Montreal. He was a former radio-
logist at Victoria Hospital and lecturer in Radiology. Dr. Bernstein 
left London in 1948 to become Associate Radiologist at the Queen 
Elizabeth Hospital in Montreal. He contributed several notable find-
ings in research, especially in the gastro-intestinal field. 
etu~~Muj C~M~~u . . . 
The Annual Meds At-Home will take place February 19, 1953 at the 
Hotel London. Dress is semi-formal. 
The Osler Society of London Annual Banquet will be held on March 11, 
1953, at the Cobblestone Inn. Guest speaker will be Doctor George 
Rosen, Professor of Public Health, Columbia University. 
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Start with the Commerce 
Doctors who are either opening up or expanding in 
business are cordially invited to open an account at The 
Commerce. Its 600 branches aaoss Canada are constantly 
in touch with widely scattered communities. Therefore, 
The Commerce stands ready to help in ertery w~y possible 
with its many services and facilities. Talk over your plans 
with your Commerce manager today. 
THE C.AIADIAI BAlK OF COMMERCE 
London, Ont. IC. Moore, Mana.ser 
London Coat & Apron Supply 
Commercial Launderers and 
A Complete Linen Service 
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